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FATIGUE.’ 





By F. A. E. Lawes, 
Hornsby. 





A FEw months ago, suffering severely from fatigue and 
having retired to bed at an unusually early hour, I was 
awakened by the ringing of the telephone. The President 
of the Section of Medicine was asking me to read a paper 
on fatigue. I replied that I was too tired to think, and so 
deferred my answer for a few days. 

At first it seemed an easy task, but further thought and 
reading showed that this subject is full of difficulty. Much 
has been written and many investigations have been made, 
but proven facts are few. In these days, when everybody 
has too much work to do, fatigue is an ever-present 
problem, which taxes our ingenuity both in prevention and 
in cure. I propose to speak tonight from a clinical stand- 
point only, because the question of fatigue in industry has 
been ably presented lately by Dr. H. M. L. Murray, of 
Melbourne.” 

As Collier” remarks: “Much of the confusion and vague- 
ness which at present surround the whole subject of fatigue 
has arisen from the fact that the physiologist, psychologist 
and industrial engineer have each concentrated attention 
upon a single aspect of fatigue. Human fatigue is not an 
abstract entity, it has no existence except as a state of 
living persons ... we must approach it from the clinical 
angle.” This is my text for tonight. 


Definition of Fatigue. 

Fatigue has been defined in many ways by different 
investigators in accordance with the varying lines of 
attack on the problem. Collier’s® definition is useful: 
“Human fatigue is a state in which there is significant lack 





‘Read at a meeting of the New South Wales Branch of the 
British Medical Association on August 28, 1944. 





of balance between intake and output of biological energy.” 
At once we are confronted with the meaning of the term 
“biological energy”. We all know the man of boundless 
energy who never seems to rest—who proceeds from one 
task to the next with agility of mind and body. We, who 
are less fortunately gifted, can only stand and admire him, 
wondering whence comes this energy which we lack. There 
can be no doubt that different healthy people have different 
energy endowments, which may be of body or of mind. 
Training, both physical and mental, increases efficiency 
and so lessens fatigue, for we learn to conserve energy. 

There are those who maintain that all fatigue is mental 
in origin, and that the state of muscular exhaustion is 
never attained; but most observers hold that the two kinds 
exist, often side by side. The labouring man, after a heavy 
day’s work, is physiologically tired; the business man or 
doctor is psychologically weary. The stenographer and the 
man who has driven four hundred miles on the highway 
are both mentally and physically tired. Thus fatigue can 
be defined, in other words, as a “reduced capacity for work 
as a result of work, whether the reduction is from one of 
the causes or the other or both combined”. 


Physiological fatigue is mostly muscular fatigue, due to 
lactic acid and other waste products. Complete fatigue of 
skeletal muscle occurs when the lactic acid concentration 
is from 0:3% to 06%.” A sprinter makes these by-products 
so quickly that he cannot continue for more than about 
150 yards. A distance runner must set himself a slower 
pace so that he has time to reconvert lactic acid to sugar 
by accelerated breathing in order to prevent accumulation. 
In the case of the heavy worker there is a different type of 
stress—that of moderate degrees of exertion carried on for 
a much longer time. This man’s fatigue is composite— 
partly physiological and partly psychical. 

Ivy,” of Chicago, states that our knowledge of the time 
required and the factors concerned in recuperation is very 
meagre. There is evidence to show that an athlete, after 
ten seconds of maximal exertion, may not be fully 
recovered in one hour. The trainer believes that after an 
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athletic exertion recuperation is incomplete in twenty-four 
hours. It is believed that a runner cannot do his best daily, 
and some believe not even weekly. No physiological studies 
have been made on the rate of recovery from the various 
degrees of neuromuscular fatigue which occur in different 
types of industrial work. In practised and physically fit 
people, recovery may be complete in thirteen hours, or 
there may be a fatigue residue that requires twenty-four 
hours or longer for recuperation. Ivy thinks that recovery 
from the fatigue effects of mental work resembles that 
from muscular work, although it has always seemed to me 
that recovery from physical fatigue is easier than that 
from mental fatigue. 

Interesting observations on the influence of muscular 
work and fatigue on the state of the central nervous system 
were made by Simonson and his co-workers. Depression 
of the nervous system by muscular fatigue was tested by 
the fusion frequency of flicker. The subject is shown a 
flickering light of fixed intensity, produced by rotating a 
serrated disk between a light source and the eye of the 
observer. An estimation is made of the rate of successive 
light stimuli necessary to produce an effect equal to con- 
tinuous illumination. The fusion frequency of flicker 
depends on chronaxie, latent period and refractory period 
of the visual system, and therefore indicates the 
excitability of the system, and perhaps to a certain degree 
that of the central nervous system. It has been repeatedly 
demonstrated that general fatigue develops first in the 
sensory centres.” The fusion frequency of flicker is 
depressed in fatigue of the central nervous system and in 
pathological fatigue of patients who suffer from hypo- 
thyreoidism or circulatory insufficiency. On the other 
hand, the fusion frequency of flicker is increased in pro- 
portion to the relief of fatigue in patients with hypo- 
gonadism after treatment with testosterone, and in normal 
subjects after administration of benzedrine. The fusion 
frequency of flicker can be measured with great accuracy, 
and cannot be influenced by effort or training. Results 
vary with physical condition and with the sensitivity or 
resistance of the central nervous system of the subject. 

A clinical approach to the study of fatigue was recently 
made by the United State Public Health Service through 
its Industrial Hygiene Division of the National Institute 
of Health.” United State Marine Corps truck drivers were 
used as subjects. Drivers were tested, both before and 
after varying periods of driving, for evidence of alteration 
or impairment in many psychological and physiological 
functions. Since severe muscular exertion was not under- 
taken, the results of the tests revealed psychological rather 
than physiological changes. Complete medical examina- 
tions were made in order to bring clinical data to bear on 
the problem of fatigue, and to determine whether the 
occupation of truck driving had a harmful effect on health. 
The tests were divided into two groups, (i) performance 
tests, which measure the ability of a man to accomplish 
a given task, and (ii) mnon-performance tests, which 
measure bodily states over which the subject has little or 
no voluntary control, such as a white cell count, blood 
pressure and heart rate. Certain performance tests were 
designed to detect slight degrees of fatigue more readily 
than do tests of most of the general physiological functions, 
many of which are not measurably altered until the stage 
of exhaustion is approached. 

The test of the speed of eye movement, measured by an 
ophthalmograph, might be considered as intermediate 
between a performance and non-performance test. The sub- 
jects were instructed to look without moving the head, first 
at a lighted point to the right and then at a point to the 
left, as these were alternately illuminated. This was 
repeated a number of times. While change of fixation 
requires a voluntary act, the actual speed of movement of 
eye, of which measurements were made, is considered to 
be involuntary. The men who had driven had a slower 
mean speed of eye movement than those who had not 
driven since a major sleep; but there was little difference 
between those who had driven for a long time and those 
who had driven less long. 

The fusion frequency of flicker was also used. The 
average rate of flicker at which fusion occurred was 





higher for the group of men who had not driven at all, 
as compared with those who had driven for periods from 
one to nine hours, and decreased to the lowest point in 
those who had driven for ten or more hours since sleep. 

The driving test apparatus was designed to simulate the 
driving compartment of a motor vehicle, and the subject 
performed steering and braking tests. These tests for 
steering efficiency and reaction time showed that men who 
had not been driving since sleep had the best score; men 
who had been driving for one to nine hours had a poorer 
score; and men who had been driving for ten or more 
hours had the poorest score of all. 

The strength of grip, as tested by the dynamometer, was 
slightly greater in men who had driven than in those who 
had not driven. 

The four functions which showed the closest relation 
with the hours of driving were (i) speed of tapping, (ii) 
simple reaction time, (iii) reaction coordination time, 
and (iv) manual steadiness. The results were the same 
as in the other tests. 

The speed of tapping showed the greatest changes 
according to hours of driving of any test used. The subject 
was asked to tap alternately two metal plates as fast as 
he could with a metal stylus for forty-five seconds. The 
numbers of taps made in the first five seconds, in the 
middle five seconds, in the last five seconds, and in the 
total forty-five seconds, were recorded. Men who had 
driven for a long time did well during the first five seconds, 
did less well in the middle five seconds, and did worst of 
all in the last five seconds. Rested men gave poorer 
performances in the middle five seconds than in the first 
five, but showed improvement during the last five seconds. 

Simple reaction time was tested by measuring the time 
required for the subject to press a button with his finger 
at a given signal. The reaction coordination time test 
measured the time required for the subject to move a pencil 
from one hole and place it in another hole. The manual 
steadiness measured the ability of a subject to hold a 
metal stylus in a series of small holes in a brass plate 
without touching the sides of the holes. On each of these 
tests the average performance decreased with increasing 
hours of driving. 

These results showed that fatigue produced by motor- 
truck driving was revealed by changes in the simple motor 
functions measured by these four tests. It was also found 
that the physician’s independent judgement of apparent 
fatigue correlated well with the composite scores of the 
subject, and that there is great variation in man’s ability 
to compensate for fatigue. There is no sharp dividing 
line, on one side of which a person is wholly efficient and 
on the other side wholly inefficient. 


Importance of Nutrition. 

Adequate nutrition is of great importance in the pre 
vention of fatigue and in the maintenance of health. 
Sebrell® points out that as more and more clinical studies 
are being conducted, we are learning that deficient diets— 
short of producing the symptoms of a full-blown deficiency 
disease—may be responsible for such symptoms as mental 
depression, indigestion, easy fatigue, loss of weight, 
retarded learning ability and interference with vision. 
Much more food, including vitamins, is needed by active 
men and women than by inactive persons. He states that 
at present there are thousands of workers under greater 
strain and activity than they have had for years, and 
that no organized effort has been made to improve their 
food supply. This problem is just as great in this country 
as in the United States of America. 


Psychological Fatigue. 

After discussing these physiological matters and 
attempts at their measurement, it is interesting to turn 
to psychological fatigue. As has been pointed out before, 
physical and mental fatigue are frequently closely inter- 
woven. A brain worker is tense for long periods, and so @ 
certain amount of his weariness is physiological. Much 
psychological fatigue is an emotional response to a dis- 
tasteful task. We find that when we are doing something 
that we do not want to do we experience fatigue, but that 
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this will not be present when the task is interesting. One 
may feel inclined to go to sleep over a text-book on 
anatomy, but may have no difficulty in enjoying an 
exciting detective story. Yet the same eyes, the same 
optic tracts and the same cerebral cortex are being used. 
This principle is illustrated by the young man who, 
returning home at the end of a day’s work, would be too 
tired to visit his grandmother in hospital, but would enjoy 
walking much further with his sweetheart. 

Psychological fatigue may affect the nerves and muscles 
in much the same way as they are affected in hysterical 
manifestations. In fact, it may be that most of the 
symptoms of psychological fatigue are mildly hysterical 
in origin, being in the nature of a “conversion” 
mechanism.” 

A man under hypnosis may keep his arm horizontal for 
ten minutes, but would be unable to do so for more than 
five minutes in ordinary circumstances. In catatonic 
cases, men and women in the state of “waxy flexibility” 
will hold the arm extended for more than half an hour 
without apparent difficulty. The long-distance walker 
recognizes that the “walker gets tired from the neck up”; 
in other words, he is bored; he is as tired at the end of 
ten miles as he will be at the end of thirty. The reason 
that most people do not walk more than ten miles is 
that by this time the pastime has lost all interest for them. 
They are emotionally fatigued by it and so are tired. The 
experienced long-distance walker merely ignores these 
promptings and keeps’ going. As Henderson and 
Gillespie’ remark: 


Fatigue, of which exhaustion is the extreme case, was 
formerly considered to be an important cause of mental 
illness. Overwork, especially mental overwork, was 
thought to lead to fatigue and fatigue in turn to mental 
symptoms, whereas more recently it has. become 
customary to regard both overwork and fatigue as 
themselves symptoms, the outcome of mental instability 
or actual mental disease. Fatigue or actual exhaustion 
are very frequently complained of, especially by psycho- 
neurotic or depressed patients. It is a consoling thought 
that one’s breakdown is the result of too earnest and 
too continuous effort. War experience supports the 
newer contention. 

These authors agree with other workers that fatigue is 
secondary to emotional disturbance. Fatigue leads to 
failure in inhibition and this in time leads to symptoms of 
mental disability. It is a commonplace experience that 
emotional disturbances are exhausting. A continuance 
of the emotional state causes chronic fatigue. 


Monotony. 


The factor of monotony in industry, although it is impor- 
tant, is probably much overstressed. It must be remembered 
that our ideas on the subject are apt to be largely the 
product of what we have read in journals and magazines, 
and that these articles may be coloured by the feelings of 
the writer. To a good writer, the assembly belt would 
seem intolerably monotonous, and it is often his feelings 
that are described, rather than those of the worker. 
Monotony does not rest in the job, but in the worker. A 
certain job may be very monotonous to one man, but 
another may like it, its rhythm, the freedom to day-dream, 
and the lack of necessity to keep attention fixed. The first 
suffers from fatigue and the second does not. 

Henry Ford decided that some of his workers, who were 
engaged in apparently monotonous jobs, should change 
their occupation, and a big proportion of them soon asked 
to be given back their old jobs. 

Much study has been given to the worker in industry, 
and none at all to the working conditions of the average 
housewife. It is this much overwrought person that the 
doctor meets in his daily round. She rises early and goes 
to bed late. She has no rest periods, and often is 
inadequately fed, because she has no time nor energy to 
look after herself, after providing for her husband and 
children. In addition to multifarious household duties, 
she must bear and suckle babies, and must try to be 
cheerful when her husband returns from work. At the 
present time it is not only the working man’s wife but 





all wives who are affected in this manner. No tests are 
required to prove that they are tired—it is obvious that 
they are suffering from both physical and mental fatigue. 


Some Symptoms of Fatigue. 


Feelings of tiredness, weight of limbs, inability to con- 
centrate, are common and well known to all. An impor- 
tant symptom is the sensation that one does not care what 
happens so long as one is left alone to rest—a state in 
which a doctor may commit some rash act or fail to take 
proper precautions in a critical case. We are often called 
upon to make important decisions, which may affect the 
life of the patient, when we are so tired that we are incap- 
able of sound judgement. I consider that it is to the credit 
of our profession that more mistakes are not made in 
this manner. With this goes irritability. Many people 
who are normally good-tempered become irritable and 
easily upset when they are tired, so that they say and 
do things which they regret the next day. Especially 
they resent loud noises. 

Headache is another common symptom of fatigue—some- 
times of the migraine type. I have frequently suffered 
from headache on rising from a long sleep which followed 
a very tiring day. I cannot explain the reason for this. 
Gastro-intestindl symptoms are common, such as lack of 
appetite, nausea, feeling of fullness, eructations of gas, 
and, in severe exhaustion, inhibition of the digestive pro- 
cess and atony of the musculature of the whole tract. 

Many patients, mostly women, complain of “giddy turns”, 
and almost all suggest that they are suffering from “blood 
pressure”. Several have “blackouts”, which are most 
alarming to them. In the great majority of such patients 
the symptoms originate in the nervous system and are 
due to fatigue or anxiety states, or both. Some of these 
peopie are hypertensive; some anwmic; some underfed; 
and some just dissipated; but all are tired. Because 
many of the symptoms of fatigue also occur in certain 
diseases, it is easy for a fatigued person to imagine that 
he is ill—the step to being ill is short. As Collier remarks, 
fatigue, like pain, is a defence mechanism. Depletion 
of reserves of energy may be transient, and the individual 
may recover from it. On the other hand, recovery may 
take a long time. If depletion is transient, the resulting 
fatigue is merely a temporary exhaustion or a normal 
tiredness. 


Diagnosis of Fatigue. 


The first and most important step in the diagnosis of 
fatigue is to exclude gross organic disease. Diseases such 
as the anemias, hyperthyreoidism and hypothyreoidism, 
Addison’s disease, chronic and symptomless septic absorp- 
tion (especially early tuberculosis) and diabetes, fre- 
quently have fatigue as the presenting symptom, and 
sometimes it is the only symptom. Several mental states, 
especially depression and neurasthenia, are characterized 
by fatigue. 

I can recall a burly farm worker who said that he was 
tired and could not work properly, and no more symptoms 
could I extract from him. After a long search, severe 
infection of both maxillary sinuses was found and cured. 

It is not always so easy to exclude organic disease, as is 
suggested by many writers, and prolonged observation is 
often our only means of settling the problem. 

It is bad to pin the label of a serious malady onto a 
person who is merely exhausted, and it is just as bad to 
overlook an illness when it is present. I can imagine the 
scorn with which a patient may relate to his friends the 
fact that “the doctor said it was only fatigue and it was 
really such-and-such a disease”. | 


Treatment of Fatigue. 


The diagnosis having been made, treatment must be 
applied. This seems easy at first glance. Rest is the 
remedy, but it is difficult to secure. Rest will quickly 
abolish normal tiredness, but morbid fatigue takes much 
longer to cure. Industrial workers are cared for, but 
professional men and women, people who conduct their 
own business and housewives have no means of obtaining 
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adequate rest. A plan for subsidized domestic help during 
times of sickness, suggested by a woman living at Pymble, 
represents the first real attempt at organized domestic 
assistance. 

Medical practitioners have often been urged to take 
more rest and so maintain efficiency. Unless they organize 
and arrange for regular leave periods, then they will find 
that they will never obtain this necessary rest, and so will 
suffer from an accumulation of fatigue which must lead 
to a serious impairment of health. 

It has been aptly remarked that when patients ask for 
a tonic, they need a sedative. So, in the treatment of 
fatigue, the giving of sedatives is useful in order to secure 
relaxation of emotional tension. Some physicians have 
used benzedrine in the treatment of chronic fatigue states. 
At the Mayo Clinic” it was said of the use of benzedrine 
that “in about 80% of the cases of chronic exhaustion or 
depression, the immediate results were favourable, and 
in some instances spectacular, leading to complete relief 
of exhaustion, to marked exhilaration and to increased 
capacity for physical and mental effort”. But the authors 
eonclude that benzedrine should be reserved for patients 
aged under sixty years of age, who present no evidence of 
cardio-vascular disease, and who can be closely observed. 
Its effects are temporary, and cannot alter a psychological 
disorder or a state of chronic exhaustion. In my opinion 
benzedrine can play only a small part in treatment, since 
its use is limited. 

In short, the treatment of fatigue may be summed up 
by the statement that each patient needs what is so 
difficult to obtain, peace of mind and rest of body—Nature’s 
own remedy. 
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FATIGUE.’ 





By Bast. WILLIAMs, 
Bondi, New South Wales. 





Tue problem of fatigue, like any other medical problem, 
is to find the cause and remove it, and this paper will 
attempt to trace the various factors involved, although the 
subject is so vast that it will be possible only to touch 
lightly on certain aspects. It has been the aim to make 
the approach as practical as possible, and thanks are due 
to the various managers, directors, teachers, social workers 
et cetera who have been interviewed and interrogated in 
the formation of this paper. 

Fatigue is described in Webster’s dictionary as a con- 
dition of cells or organs which have undergone excessive 
activity with resulting loss of power. Experiments have 
shown that fatigue probably occurs in the synapses and 
neuromuscular end plates, probably owing to the accumula- 





‘Read at a meeting of the New South Wales Branch of the 
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tion, or perhaps lack of destruction, of chemical sub- 
stances; future research work will no doubt isolate and 
name them. 

Various drugs can influence fatigue. Caffeine, benzedrine, 
adrenaline and strychnine tend to abolish fatigue, whereas 
morphine, the barbiturates, hypnotics et cetera increase 
fatigue. The dramatic effect of prostigmine in myasthenia 
gravis gives great hope of future elucidation of the 
chemistry of fatigue. 

The susceptibility to fatigue appears to be influenced by 
many factors—age, illness, worry, sex, diet, climate, 
altitude, clothing, to name a few. The attempt to separate 
fatigue into mental and physical entities is unjustified, 
as one form cannot occur without the other. Fatigue may 
be subjective, experienced by the patient, and this is a 
type seen in the consulting room. Objective fatigue occurs 
when subjective fatigue is suppressed by a _ stronger 
emotion—for instance, the prospect of gain—as occurs in 
piece-workers, contract workers, business men, doctors et 
cetera; this form of fatigue is demonstrated by the fact 
that the work becomes less efficient, more mistakes are 
made, more untidiness is present and more accidents occur. 
Fatigue may be physiological, and like pain, it is a warning 
to the person to take notice of possible harm which may 
occur. This is combated by a diversion of the attention, 
or by rest and refreshing sleep. Smoking a cigarette is a 
popular and well-recognized method of diversion of atten- 
tion, which is very effective. Listening to the radio while 
doing routine work is helpful, as factory statistics fully 
prove. Radios have been fitted to tractors, commercial 
vehicles and ploughs, and the beneficial effects are 
noticeable. The housewife has also fully appreciated this, 
and it is extremely rare to enter a home where the radio 
is not turned on. Since having a radio fitted to my own 
car I have noticed a lessening of fatigue in the daily 
rounds, and I suggest this as an experiment for the 
members of the audience to try themselves. Persistence 
may give rise to over-fatigue, with its corresponding 
symptoms of insomnia, restlessness and a general feeling 
of ill health. It is extremely rare for prolonged muscular 
action to cause this condition. In the retreat from 
Dunkirk the soldiers fought and retreated with practically 
no rest for three or four weeks; yet two days’ sleep (in 
many cases this had to be induced by sedatives) restored 
the men to normal, except for a small percentage whose 
history revealed psychological disturbances prior to enlist- 
ment. Prolonged mental activity on the one theme, which 
is usually called worry, is a potent factor. Fatigue is 
recognized by wandering of the attention, by inability to 
concentrate, and by overflow of the stimuli to adjacent 
muscle or nerve groups. 

One hundred consecutive cases in general practice were 
studied. The patients proffered fatigue or tiredness as 
the principal or one of the principal symptoms, the usual 
statement being: “Doctor, I feel very tired and run-down, 
and want a good nerve tonic.” Three groups were noted. 
In the first group of 41 patients (25 female, 16 male) 
the condition was due entirely to psychological causes, 
which have been variously designated in the following 
ways: (i) anxiety states, (ii) effort syndrome, (iii) Da 
Costa’s syndrome, (iv) “D.A.H.”, (v) anxiety neurosis, 
(vi) neurasthenia, (vii) merves et cetera. The second 
group consisted of 33 patients (17 female, 16 male); the 
condition was due to anxiety neurosis coupled with focal 
infection, such as dental or ear, nose and throat infection, 
pyelitis, cholecystitis, cervicitis, prostatitis et cetera; in 
every case the patient admitted having been “nervy” prior 
to what must have been the appearance of the focal 
infection, which seemed to act as the aggravating factor 
to the psychological disturbance. The third group con- 
sisted of 26 patients (12 female, 14 male); the fatigue was 
due to organic illness, such as tuberculosis, metabolic 
endocrine disturbances, and the after-effects of infectious 
diseases such as influenza, pyelitis et cetera. Thus it will 
be seen that in three-quarters of the cases the psychological 
aspect was either the whole cause or a large proportion of 
the cause. As there is every facility for diagnosis and 
treatment of the organic illness under the present medical 
system, I shall not discuss this aspect except to remark 
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that vitamin deficiencies may play a part yet to be 
determined; but it is in itself a sufficiently vast problem 
to warrant discussion at a further meeting. It will, there- 
fore, be seen that attention to the psychological causes 
will do much to eliminate fatigue in the community. 
How is it that patients become nervous subjects and 
liable to fatigue? Living in a big city—the so-called urban 
type of life—would appear to be a large factor. As a 
result of the industrial revolution of the eighteenth century 
we find that people were forced to live close together in 
the tenement type of homes, and no provision has been 
made at any time to adapt people to this artificial environ- 
ment. In modern society large cities will not disappear, 
but on the contrary will increase in both size and numbers; 
therefore adjustment to our present and future civilization 
must be of prime importance. The tempo of life in the 
urban community has been unduly accelerated, and 
inhabitants appear to be constantly fighting the clock from 
morning to night to accomplish their day’s routine. Trans- 
portation has enormously aggravated this state of affairs. 
The average time spent in travelling to and from work 
amongst my patients is eighty minutes per day, and quite 
a few spend over three hours going to and returning from 
work. The impersonality of the city, its unfriendliness 
and disregard for the individual, the harsher economic 
laws which must perforce operate, are all factors. Patients 
failing to adapt themselves to this environment become 
nervous and susceptible to fatigue, and are low-grade 
citizens as a natural conclusion. A child born to “nervy” 
parents must in the natural course of events itself become 
a “nervy” subject. The child is associated practically all 
the time in its first three years of life with its parents, 
and it mimics them faithfully. Assuming that the “nervy” 
state of the parents is a natural phenomenon, the child 
will automatically model itself on its parents and become 
a nervous individual. If the child has dietetic difficulty 
or organic illnesses, it is well catered for at infant welfare 
clinics, at hospitals et cetera; but in regard to the training 
of the mind, our most precious heritage, our system fails 
completely. Therefore, steps to guard against the child’s 
receiving this unfortunate handicap should be taken by 
assuring that everyone who plays any part in shaping the 
child’s mind shall appreciate the problem and have 
sufficient knowledge to apply correct principles. “The 
Kindergarten of the Air” is a praiseworthy effort which 
should be extended and popularized; but it comes too late 
and has not the universal attention it deserves. As prac- 
tically every mother comes under medical observation, 
either by visiting her doctor privately or by attending at 
the maternity hospital where clinical advice is available, 
this should be the optimal occasion on which to teach the 
mothers their responsibility and to make suitable adjust- 
ment in the whole family at a particularly dynamic stage 
in the family’s life. The first consultation for pregnancy 
would be the ideal time to commence, and by a properly 
administered system, family life in general could be better 
organized. Obstetricians should regard it as their duty to 
see that this is done, and parent education should be 
regarded as a major role of their specialty in conjunction 
with antenatal care. In difficult cases parents’ guidance 
clinics should be established, and patients should be 
encouraged to bring forth their difficulties and discuss 
them with competent workers, preferably medical men 
trained for this work. Should the mother find herself 
becoming “nervy” after the birth of the child, she should 
be free to enter an adjustment clinic until a satisfactory 
solution to her psychological problem had been developed. 
Regular supervision three or four times a year should be 
made of the child from the day it is born, and mothers, 
trained to see the immense advantages both in their own 
lives and in that of their children, would welcome these 
opportunities to discuss with competent experts their fears 
and worries, hopes and aspirations. The child would then 
have a very good basis on which to proceed to the kinder- 
garten clinics, of which the Lady Gowrie Centre at 
Erskineville is a fine example. Since reading the article 
by Professor John Bostock in THe Meprcat JourRNAL OF 
Australia of August 12, I have visited this clinic and urge 
medical practitioners to do likewise. In my opinion this 
type of clinic should be made universal throughout Aus- 








tralia. For school children a more suitable education 
system should be devised than the one at present carried 
out. As school teachers have a large part to play in 
modelling the minds of the future generation, they should 
be selected because of their capacity, ability and willing- 
ness to undertake the work, and every precaution should 
be taken against allowing fatigue to spoil their efforts. 
The size of the classes is far too large; approximately ten 
children would be ideal, so that individual tuition and 
interest in the scholars might be possible, the child could 
be brought up as an individual, and the education of the 
whole child (the child at home as well as the child at 
school) could be carried out. Specialization in subjects by 
the teacher would make the teacher and pupil both more 
interested in the work. To expect the teacher to retain 
sufficient knowledge and interest in every subject is to 
expect the impossible. With smaller classes, children 
should be graded in the different subjects so that they 
would meet their equals in that particular class. For 
instance, the student who was brilliant at mathematics 
might be in class 6 in this subject and in class 4 in 
history. He would then receive optimal encouragement in 
both subjects, instead of being retarded in one and unduly 
accelerated in the other. Experiments should be con- 
ducted for both teachers and pupils to find the optimal 
periods for efficient learning and teaching. Fifteen-minute 
intervals as used at present may be too long, and certainly 
there should be some definite rest period between them. 
In an experiment amongst girls doing piece-work folding 
handkerchiefs, it was found that if, instead of being 
allowed to work for four hours continuously morning and 
evening, they were to work for five minutes and rest for 
one minute throughout the same working period, they were 
able to fold three times the number of handkerchiefs and 
finish the day in a much fresher condition than previously. 
This lesson should be applied to the school curriculum. 
Mental fatigue occurs quickly. This has been fully 
appreciated by the producers of motion pictures, who have 
found it imperative to keep switching the camera from 
scene to scene every few seconds while filming some action, 
such as the singing of a song, the making of a speech et 
cetera, in order to keep the interest of the film unflagging. 
This factor should be kept in mind when a more suitable 
education system for children is being devised; visual 
teaching should play a larger part, and the use of the 
radio which makes preeminent teachers available to all 
schools, both town and country, should not be forgotten. 
Television opens up boundless possibilities. Employment 
out of school should be regulated, especially in the country, 
where children (usually on dairy farms) often perform 
laborious tasks at an early age. Teachers find that scholars 
show evidence of fatigue in school; for example, their 
attention ‘wanders, they are unable to concentrate, and 
they often go to sleep. Misunderstanding, resentment and 
domestic upset in the home are again potent factors in the 
causation of fatigue; they rob the child of normal sleep 
and fill its mind with doubts, distractions, frustration et 
cetera. In adolescence the pernicious system of working 
all day and attending technical colleges, as well as trying 
to do home study, should not be permitted, as few can do 
justice to themselves or to the subjects. Failure in health 
and examination causes the subject to lose confidence in 
himself and to develop an inferiority complex, which is 
an integral portion of the anxiety states. Great care should 
be taken by the school medical officers to seek out 
psychological abnormalities; this would be of great 
advantage to the potential citizen of the future. The 
training of the medical students who are to be the future 
doctors of the community, and who should play a large 
part in controlling the mind of the community by the 
intimate contact which they have with it, should be better 
coordinated, so that they would be taught important 
aspects of psychological disturbances in the community. 
Present methods of teaching are poor in this respect. The 
physiology of the mind is not taught. Dr. T. A. Ross’s 
book, “The Common Neuroses”, should be one of the most 
important text-books; its study should be compulsory, and 
examinations should be held on it. Most of the teachers 
are specialists who have never had any psychological 
training, and probably by becoming specialists they have 
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little sympathy and have lost contact with home life as 
seen by the general practitioner. It is little wonder that 
they fail to stress this important problem and therefore 
fit the student for general practice, for which 90% are 
eventually destined. The student should be made to do 
home-visiting, as practised in “extern” midwifery at the 
Women’s Hospital, as part of their training, with com- 
petent general practitioners who are willing and able to 
teach and are selected by the university for their capacity. 
At the children’s hospital out-patient departments, students 
should follow up patients seen there by visits to the 
patients’ home environment; they would thereby be taught 
in the early and most impressionable part of their careers 
the true evaluation of home environment in the causation 
of disease, instead of learning the worship of the test tube 
or microscope. How otherwise can the etiology of fatigue, 
physical, mental and moral, be brought home to the future 
practitioners, so that they may play their part in its 
elimination? The possibility that the general practitioner, 
rich with the psychology of home life, will ever become 
a teacher at a medical school, is so remote as to be 
negligible, and the richest source of practical human 
psychology is allowed to run to waste. Even psychiatrists 
themselves, by becoming specialists, alienate themselves 
from seeing the patients in their home surroundings, where 
they should be viewed; they have only the grossly 
abnormal patients referred to them. The subclinical 
mental disorders seen by the general practitioner are only 
too frequently ignored or not appreciated as they would 
be with correct training. 


In industry fatigue becomes a big problem, although it 
may be stated that under present award conditions no 
person who is healthy mentally and physically can suffer 
from fatigue. The difficulty is that few have work in 
which they are particularly interested, and little trouble 
has been taken to make the person interested in his work. 
Mechanization resulted in a decrease in the interesting 
work, and no substitute in the home life is attempted; this 
state of affairs is responsible for drinking and gambling, 
which is an attempt to defeat boredom (the synonym for 
subjective fatigue). In other words, no effort is made to 
keep the square pegs out of round holes and the round 
pegs out of the square holes. Out of the hordes of 
certificates that have been given in the past three years 
for dissatisfaction with the jobs, in the vast majority of 
cases the cause has been psychological, and treatment of 
this factor has been successful in many instances in 
bringing about adjustment or compromise. If sufficient 
money or inducement was to be given, the percentage of 
persons failing to adjust themselves would diminish 
rapidly. It is therefore important that persons should not 
be accepted for work for which they are unsuitable, and 
aptitude tests should be carried out when labour of all 
forms is being engaged. The dismissal of a man does 
psychological harm by the creation of an inferiority com- 
plex, of the sense of injustice and social insecurity, and it 
is a prolific cause of industrial unrest. The present coal 
problem is undoubtedly of psychological origin, and there 
can be little doubt that a consultation among the various 
general practitioners practising in the coalfields who have 
observed the miners in all phases of life, from birth to 
death, could bring forth reasons for the disturbances, and 
so point the obvious remedies which if applied would 
eradicate this perennial trouble. The present weekly change 
of three shifts is undoubtedly harmful; it does not allow 
regular habits in meals and sleep—the potent cause of 
fatigue. It would be imagined that a period of, say, six 
months on each shift would be miuch better. Due regard 
to the patient’s type should be made, and a graph of his 
work and rest capacities charted; for instance, one group 
of workers works efficiently at top pressure from the 
beginning, but tires easily; another group works at a 
slower rate for longer periods; others take a long time 
to “warm up”, and their most effective work is done at a 
later period. In sleep there are three main types: firstly, 
the maximum depth of sleep may occur in the first two 
hours and gradually becomes lighter until the subject 
awakes; secondly (the infantile type), deep sleep is 
encountered for the first two hours, fades into light sleep 








and later deepens again till a morning deep sleep; thirdly, 
the patient may be slow to go to sleep, and may have the 
deepest sleep in the morning before awakening. Obviously 
these factors must be considered in guiding the workman 
to a position best suited for him. The industrial 
rehabilitation centre, described in the British Medical 
Journal of July 8, 1944, by Brigadier Howitt, is a step 
forward in the right direction, and little imagination is 
required to see the advantages that would accrue to large 
firms or to a combination of small firms which established 
similar centres. Accidents in industry are often accepted 
as evidence of fatigue, and it is surprising when one is 
taking the full history of accidents how various are the 
factors that appear. In mining towns one finds that a 
large proportion of accidents occur on Monday mornings; 
the victims are mostly men who spend their leisure unwisely 
by over-indulgence in alcohol, late nights et cetera. Another 
important factor is the presence of domestic trouble in 
the home, such as a sick child who keeps the parents 
awake at night, and other disturbing factors—for example, 
quarrels, arguments with wife, children or “in-laws”, 
which keep the workman’s mind off his job and make 
him unable to concentrate. These points have been recog- 
nized by some business firms, who ha¥e appointed social 
officers who have studied the psychology of accidents, 
absenteeism, loss of production and general inefficiency, 
and by obtaining the workmen’s confidence are able to 
help him to solve his problems in a practical manner; much 
benefit has been derived by both the firms and the work- 
men. In previous years, when firms were smaller, the 
manager knew all his employees personally and probably 
unconsciously helped his business by encouraging his work- 
men and helping them with their problems. With the 
growth of the smaller businesses into large firms, this 
personal contact has been lost and industrial trouble has 
greatly increased. Little has been done to bridge this 
gap. The appointment of shop stewards is a step in the 
right direction, and shows that some steps to establish a 
liaison between employee and employer are being made. 
Enlightened managament is the keynote to success, and a 
chair of business management should be established at 
the university. Apparently this was mooted in Sydney 
prior to the war, but abandoned because of the outbreak 
of hostilities; actually such a scheme would have paid 
multiple dividends in a period when fatigue due to man- 
power shortage, long hours, depressing conditions, the 
length of time and overcrowding during transportation et 
cetera has been most pronounced. It is to be hoped that 
this chair will be established and that due regard will be 
paid to this important subject. In America this psycho- 
logical aspect appears to be disregarded in business 
courses, and at Harvard University the following business 
courses can be taken: accounting, business problem 
analysis, business statistics, business economics, finance, 
business and government industrial management, market- 
ing, railroad organization, agricultural industries, business 
conditions, business history, business policy, foreign trade, 
international commercial relations, governmental relations, 
law, utility management, transportation. There is no 
doctor on the council of the Australian Institute of 
Industrial Management. The psychologist dealing with 
the physiology of the mind should be medically trained, 
and it is extraordinary that psychology is divorced from 
medicine—a calamitous occurrence. 

In married life lack of education is again the basis of 
boredom and fatigue, and in the mothers of the nation 
working under present city conditions we find the greatest 
problem of fatigue. The amount of work done by the 
mother with a family is terrific; her work often covers 
twenty-four hours a day, and few men can appreciate the 
fatigue which women can undergo. The average man’s 
life is relatively simple—he learns his job and then repeats 
it for the remainder of his life (government employees, 
shop assistants et cetera). In comparison a woman is 
expected to know something of everything—dietetics, 
nursing, medicine, infant welfare, accountancy, law, and 
above all psychology. With their inadequate education, it 
is small wonder that women fall victims of fatigue and 
fail to make the necessary adjustment, so that according 
to the Press reports in the paper last week one out of 
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every two marriages in America may be accounted a 
failure. In view of the publicity given to other states of 
life that we see in the newspapers (“glamour girls”, 
“sports girls” et cetera), one can scarcely be surprised at 
the frustration and depression that domestic life engenders. 
The amount of knowledge required by the mother is 
terrific, and little opportunity is given to her to obtain it. 
She is concerned not only with the problem of her own 


life, but with that of her children, husband and possibly | 


aging relatives. In the days of large families, when there 
was little scope for female employment, there was always 
a bountiful supply of help available from her own sisters 
or sisters’ children; but this source, among modern city 
families, is practically gone, and every general practitioner 
in the city will appreciate the difficulty of putting a mother 
into hospital and arranging for the care of the family. 
Is it any wonder that any increase in the family after the 
first or second child is looked upon with horror by the 
prospective mother? Could the present politicians be 
forced to change places with the average mother of two 
children in the city at present, the solution to the declining 
birthrate of Australia could be found in a remarkably 
short space of time. The fatigue or boredom of the child- 
less wife who seeks sublimation in bridge or cocktail 
parties is another big problem, but time will not permit 
of its discussion. Lack of training of the husband and the 
failure of one or other partner, or of both, to pull their 
weight in the family life, are a powerful cause of anxiety 
and fatigue and must affect all members of the family. 

In old age we see tragically the fatigue of life itself, 
which is the culmination of the bad training and education 
which we have been studying. The conditions under which 
the aged live still further aggravate the inferiority complex 
and anxiety neurosis. They are made to retire, either by 
reaching a certain age, as in government employment, or 
for health reasons, and are forced to live on a mere 
pittance compared with what they were receiving 
previously, for it is obvious that 90% of the people could 
not possibly save sufficient to ensure continuation of an 
income equal to their wages for an indefinite old age. In 
the last century the old people were fewer in number and 
had large families; the problem of old age rarely presented 
itself, as they were an integral part of the family circle 
and had corresponding duties. Now, with smaller families 
and the increasing longevity of the population, old age 
is rapidly becoming an urgent problem; it is imperative 
to form some scheme to overcome this moral fatigue and 
to encourage aged people by giving them a worthy standing 
in modern society compatible with their former lives. 


Conclusion. 

Indulgence in alcohol and in gambling is undoubtedly 
a product of fatigue. Statistics reveal that with the advent 
of interesting modern discoveries, such as the radio, the 
cinema, and motor-cars and other cheap forms of trans- 
portation, the consumption of alcohol has fallen con- 
sistently; where measures which reverse this tendency to 
combat fatigue occur, as in the present war, the consump- 
tion of alcohol and betting rise steeply despite restrictions. 
Throughout life encouragement is a big factor in com- 
bating fatigue. People should be taught to encourage and 
help each other; there is no doubt that knowledge that 
one’s efforts are appreciated is a vast stimulus in any 
task and a prophylactic against fatigue. Encouragement 
to a mother backed up by practical actions would give 
a different aspect to family life; encouragement of the 
employees by a company pays big dividends to both; 
encouragement from the commanding officer to his troops 
brings out heroic efforts; encouragement by school teachers 
in their task of educating the future generation, and so 
forth, all would help to smooth over the stony road of 
life. Unfortunately the present tendency is for people to 
discourage each other; we see examples every day in our 
surgeries of people who have been deliberately, one might 
even say criminally, frightened by friends or relatives. No 
one man has the necessary knowledge or power to initiate 
these obvious reforms, and it behoves politicians, whose 
duty it is, to assemble a representative committee of 
experts and to take steps to carry out their decisions. 








WHAT THE PEOPLE SHOULD KNOW ABOUT THE 
TRAGEDY OF TUBERCULOSIS.' 





By S. V. Sewett, M.D., F.R.C.P., 
Melbourne. 





Berore discussing the tragedy of tuberculosis as it exists 
in this State, it is as well to remember that the problem of 
tuberculosis is as old as history. Bones found in Egyptian 
tombs, at least 5,000 years old, show unquestionable 
evidence of the ravages of tuberculosis. Among the Greeks, 
about 400 B.c., the followers of Hippocrates recognized 
phthisis (lung tuberculosis), realized its communicability 
and segregated sufferers in sanatoria situated outside the 
towns on high ground. Unfortunately, their enlightened 
methods of treatment fell into disuse all through the 
Middle Ages, when disease was considered a retribution 
for sin, and any attempt to segregate sufferers from 
tuberculosis ceased. 

The cause of this infectious disease was not finally 
settled till 1882, when Koch isolated the tubercle bacillus, 
grew it, and demonstrated conclusively that it was the 
sole cause of tuberculosis. At least three varieties of the 
organism were described, and have been called avian, 
bovine and human. The first of these is so rare as an 
infection in man that it can be disregarded. However, 
infection with the bovine variety is still reasonably 
common in childhood and manifests itself mainly as 
glandular tuberculosis in the neck and abdominal cavity, 
from which it may spread to other organs at a later stage. 
This form of tuberculosis can be completely controlled 
from today by the testing of all dairy cattle, by careful 
inspection of all meat at killing stations and by compulsory 
pasteurization of all milk throughout the State. No new 
eases of this form of tuberculosis have been reported for 
a number of years in Ontario, Canada, where these 
measures are strictly enforced. 

The vast majority of cases of tuberculosis are due to 
infection by the human type of bacillus, both in childhood 
and in adult life, and it is this type therefore which 
constitutes our real problem. 

The tubercle bacillus has special peculiarities which 
make its eradication very difficult. It has an outer 
covering of a chitinous material which contains a wax- 
like substance and is almost the same as that of the shell 
of a crayfish. This protective covering renders it difficult 
to stain, so that ordinary stains used for microscopic 
examination of organisms fail to make it visible, and it 
was only when special penetrating stains were applied 
with heat that the germ became visible under the micro- 
scope. This protective covering also makes the germ 
difficult to kill. To bring material containing it to the 
boil fails to kill it. It must be boiled for several minutes, 
and antiseptics have to be used in much greater strength 
than is the case with most other germs before death 
results. Again, most germs die quickly outside the human 
body, whereas the tubercle bacillus will live for at least 
six months in dark places, such as under skirting boards, 
in rooms where careless patients have left handkerchiefs 
infected with sputum in corners to dry. In well-lit, sunny 
rooms the bacillus dies quickly. 

These special physical characteristics of the tubercle 
bacillus make it impossible to use in the human body any 
form of antiseptic treatment in sufficient concentration to 
bring about its death, so that till now no form of medicine 
has been found which can kill the germ. At present, 
therefore, we can deal with this condition only by evolving 
preventive measures and by assisting the natural healing 
powers of the body by every possible means. Future 
scientific investigation, perhaps on the lines which have 
produced the sulphanilamide drugs, may provide us with 
a cure. 

A common method of infection is the direct inhalation 
of the tubercle bacillus, possibly in droplets expelled during 





1An address, delivered at Wesley Church, Melbourne, in 
March, 1944. 
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coughing and talking (and such droplets, hardly visible to 
the naked eye, are expelled many feet into the air by 
coughing and, to a lesser extent, during animated talking 
by patients with active tuberculous lung infections). A 
commoner source of infection, however, is the inhalation 
of dust containing dried sputum particles, and infection 
may readily occur in public vehicles and to a lesser extent 
in our streets. Another source of infection is the use of 
eating and drinking utensils which have been insufficiently 
sterilized. Kissing must be a frequent cause of infection. 
However, by far the most important and serious source of 
infection is the home in which there is a person with 
undiagnosed tuberculosis, and in which no care is being 
taken to avoid the risks of infection. Careful statistics 
have shown that in such a home, within five years, between 
60% and 70% of the inhabitants of the home show evidence 
of tuberculosis. Tuberculosis, therefore, must be looked 
upon as a highly infectious disease—perhaps as infectious 
as influenza. 
charging considerable amounts of infected sputum are a 
great menace to subsequent occupants, since fumigation is 
ineffective in killing the germ, and since stripping of walls 
and treatment with strong antiseptics under the skirting 
boards are seldom carried out. When a known infective 
patient is present in a home and full precautions are 
taken to destroy all sputum by burning it or by boiling it 
for twenty minutes, and when eating and drinking utensils 
are kept separate and washed in a dish kept for the 
purpose, infection of contacts is much less common. 
Accordingly, undiscovered subjects are the greatest danger 
and probably the main source of infection. 

The reaetion of the body to the first infection is entirely 
different from that of a second infection, whether let loose 
from within the body and carried by the blood stream or 
freshly inhaled from without. The first infection causes 
little, if any, inflammation at the site of entry, the 
organisms being taken up by tissue cells and carried to 
the nearest lymph glands, where they are filtered off and 
cause a slow, insidious form of tuberculous inflammation; 
the glands become enlarged, but the patient presents few, 
if any, symptoms of illness; such glands are frequently 
seen in the neck, in the abdomen and round the bronchial 
tubes. Unless the initial dose has been a large one, slow 
healing is the usual result. The subject has now become 
sensitized to the tubercle bacillus or its poisons. It a 
second lodgement of germs occurs in such a case, whether 
as a result of distribution by the blood stream from an 
infected gland or by inhalation from without, an entirely 
new set of reactions occurs round the site of lodgement. 
An acute non-tuberculous allergic reaction develops round 
the area, and if this is of any size, the patient suffers from 
a febrile illness usually lasting from one to two weeks, 
with generalized aches and pains, and as such a focus is 
usually in the lungs, with a cough or possibly the pains of 
pleurisy. Examination of the chest at this stage shows a 
variable area of consolidation not differing in any way 
from any other type of lobar pneumonia, and it is 
fatally easy to make a diagnosis of atypical pneumonia. 
This allergic inflammation usually clears completely 
within a fortnight, leaving a small truly tuberculous 
patch of inflammation in its centre. Such a patient 
frequently fails to consult a doctor, or the dangerous 
diagnosis of influenza is considered satisfactory, and 
so the opportunity of treatment when the condition 
is easily curable is lost. The tuberculous nodule gradually 
spreads, and frequently the patient does not consult a 
doctor, since the condition is painless unless it is near 
the surface of the lung and produces pain from pleurisy, 
but continues at work until a considerable area of the 
lung is involved in the tuberculous process and tuberculous 
pus is being discharged. It is this chain of events which 
accounts for the fact that specialists seldom see patients 
and the diagnosis is seldom made until the trouble is well 
advanced. Practically all the patients in our sanatoria 
belong to this category, and such patients, having taken no 
precautions before the Magnosis is made, have already 
infected other people. 

Having set out the problem, let us ask what we are 
doing in Victoria to deal with it adequately. The problem 
is grave enough, since there were 879 deaths from this 
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disease in this State in 1942, and the victims were mostly 
young people aged between twenty and forty years. 

In 1924 our methods in Victoria were quite primitive 
and our public sanatoria deplorable. In that year I went 
to America, and Sir Stanley Argyle asked me to review the 
methods then being adopted in the State of New York. 
There I found a State-wide organization under the control 
of thoroughly experienced and enthusiastic doctors, who 
insisted on segregation in sanatoria of patients with active 
lesions. These sanatoria at first were entirely in the hills, 
but because patients tended to relapse on returning to 
New York, a number of sanatoria were established on house 
boats on the Hudson River. These patients, in spite of 
fogs, but otherwise under excellent conditions and with 
careful management (including in many cases collapse 
treatment of the infected lung), were for the most part 
making steady progress towards recovery. 

In my report to Sir Stanley Argyle at the end of 1924, 
I urged the appointment of a full-time doctor trained in 
public health and particularly in the treatment of tubercu- 
losis to take charge of an anti-tuberculosis campaign in 
this State. Dr. J. Bell Ferguson was appointed for this 
purpose in 1926; he has been responsible for the great 
development in the handling of the problem of tuberculosis, 
both by improving the public sanatoria and by establishing 
a Tuberculosis Bureau in Melbourne for the free investiga- 
tion of persons with suspected infections. However, 
successive governments have starved his department and 
refused his requests for increased grants. 

In the last fifteen years the whole treatment of these 
persons with well-established tuberculosis has been 
revolutionized by the introduction of special methods, 
whereby air, introduced between the lung and the chest 
wall, shuts down the lung, puts it at rest, promotes healing 
and greatly diminishes the amount of sputum and with 
it the infectivity of the patient. Great advances in pro- 
ducing collapse of the lung where adhesions are present 
have been made in other parts of the Empire, and the 
problem of the treatment of these patients has become 
one of team work, in which radiologist, surgeon and 
physician each has his part to play. In Victoria we 
have completely failed to adopt adequately the measures 
that have led to so much improvement abroad. To 
illustrate this, I should like to put before you a comparison 
of Victoria with Ontario, Canada. Ontario leads the world 
in its preventive medicine campaign, as illustrated by its 
compulsory inoculation against diphtheria, which has led 
to the complete abolition of deaths from diphtheria over 
the last two years. 

Ontario has a population about twice that of Victoria. 
Its climate is extremely rigorous, everything being frozen 
for from four to five months of the year, and tends to 
keep people indoors in artificially heated houses, whereas 
Victoria’s climate is much milder and sunnier. In 1928 
the death rate from tuberculosis in Ontario was 83 per 
100,000. In 1941 the death rate from tuberculosis in 
Ontario was 26 per 100,000, while Quebec, climatically 
exactly comparable with Ontario, but with an unsatis- 
factory antituberculosis policy, still had in 1941 a death 
rate of 84 per 100,000. 

The death rate in Victoria is gradually increasing. In 
1940 it was 42-3 per 100,000. In 1942 it was 46-2 per 100,000, 
with a total of 879 deaths from tuberculosis—the worst 
record in Australia. The ratio of beds to deaths in Victoria 
in 1942 was one to one. The ratio of beds to deaths in 
Ontario was 3-7 to 1. Victoria spent about £100 per bed. 
Ontario spent about £200 per bed. 

To deal with this problem adequately, we need at least 
four beds to each death in the initial stages—that is, about 
3,500 beds—whereas we now have only 900, a completely 
inadequate number. In Ontario, in 1941, the number of 
operations to achieve collapse of the lung was over 2,000; 
in Victoria it was under 200. 

These outstanding improvements in the treatment of 
tuberculosis in Ontario have been accomplished by estab- 
lishing large hospital sanatoria in the neighbourhood of 
big cities, each unit having from 500 to 600 beds. These 
sanatoria are really hospitals in the true sense of the word 
and are staffed by part-time and full-time physicians, 
surgeons, radiologists and pathologists. Every patient, on 
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admission, is the subject of a consultation of the whole 
team, and is then placed under the care of one of them 
and reviewed by the team at intervals of three months. 
The average stay in a sanatorium in Victoria is not more 
than six months, whereas the average in Ontario is over 
eighteen months, and for many patients it is much longer. 

We should, unquestionably, obtain better results in 
Victoria than can be obtained in Ontario, owing to our 
better climate, but if we are to do so, the following 
criteria must be fulfilled. (i) We must have periodical 
complete X-ray review of all the population above the age 
of twelve years. With the method used for X-ray examina- 
tions of the military forces by taking miniature chest X-ray 
pictures, this can be done at small expense, and there 
would be no need to investigate further any but the 
“doubtful” infections so disclosed (and surprisingly many 
were disclosed among supposedly healthy young people) ; 
in this way most of our foci of infection will be located. 
(ii) Legal right of compulsory detention in sanatoria of 
patients with active disease must be conceded. (iii) Infants 
must be removed at birth from mothers with active 
tuberculosis. (iv) As early as possible, two large hospital 
sanatoria, each of 600 bed capacity, must be established 
close to Melbourne, so that an adequate visiting staff of 
trained specialists can be provided. These will be neces- 
sary, as it is estimated that at least nine cases will be 
found for every death which occurs. (v) Educational 
facilities must be provided for segregated patients, so that 
at least the young may continue their education while 
undergoing treatment. Older patients should be able to 
take special courses to enable them to follow more suitable 
vocations in their post-sanatorium day, and boredom-saving 
hobbies must be taught and encouraged. Since these 
patients are being segregated largely for the benefit of the 
rest of the community, it is only reasonable that they and 
their dependants should receive adequate allowances 
during segregation and convalescence, as is the case in 
Ontario. Otherwise worry over finance will militate against 
their recovery. (vi) A much longer compulsory stay in 
sanatoria with a minimum of one year is necessary, and 
this will be possible only if the number of beds is increased 
to about 3,000; otherwise beds must be occupied for only 
short periods and mainly for routine education of patients, 
and certainly not for their cure. (vii) Small sanatoria or 
hostels will be necessary in the country and cities for 
convalescent patients. (viii) Several young physicians and 
a young surgeon should be sent to Ontario for a year to 
study newer methods of treatment. 

Since in Victoria at the present time some hundreds of 
patients suffering from proved active tuberculosis are 
waiting for admission to sanatoria, many of them mothers 
or fathers of children, I would suggest that, as an 
emergency measure, the old Royal Melbourne Hospital, 
which will shortly be vacated, should be temporarily used 
as a tuberculosis hospital. There all the necessary equip- 
ment is at hand for combined medical and surgical treatment 
of these patients. This hospital could then be used as a 
receiving station for all new cases and a plan of treatment 
for each case could be tentatively mapped out after con- 
sultation between physician, surgeon, radiologist and 
pathologist. It may be objected that the position of 
the old hospital is not suitable for the purpose, and 
certainly it is not ideal; but chest hospitals that I have 
seen in New York, London and many other places are 
doing excellent work and obtaining excellent results in 
much less satisfactory environment. This hospital could 
be vacated as soon as properly equipped sanatoria—or, as 
I should prefer to call them, tuberculosis hospitals—were 
built within ten miles of the centre of the city. 


Conclusion. 

This subject is too large to treat in half an hour. It 
has been possible only to touch on what I consider the 
essentials. I firmly believe that if this problem was tackled 
seriously, tuberculosis could be practically eliminated from 
Victoria in twenty-five years. Much as I believe in 
decentralization of industry for the health and happiness 
of our people, equally do I believe that centralization of 
our treatment of tuberculosis is necessary for the present, 
because we have so few physicians and surgeons specially 





trained to manage chest conditions. These few are situated 
in Melbourne. I hope I have been able to impress on you 
the urgent importance of this problem. Remember that 
in this country we have government by the people and 
for the people, and that therefore it needs only a 
sufficiently urgent demand on our part for the Government 
to see that this tragic problem of tuberculosis is efficiently 
attacked and that the necessary measures are properly 


enforced. 
ea —__—_ 


A NEW METHOD OF CONTINUOUS BLADDER 
IRRIGATION FOLLOWING PROSTATECTOMY. 





By ALEXANDER INGLIS, 
Honorary Urologist, Mater Misericordie Public 
Hospital, Brisbane. 





Tue problem which presents most difficulty after 
prostatectomy is mainly that of drainage—at first the 
drainage of blood and urine, and later the drainage of 
debris from the prostatic cavity. At operation hemorrhage 
occurs from two main sources, from the arteries, which 
are easily secured, and from the prostatic bed, which is 
more difficult to control. Therefore the patient is usually 
returned to the ward with some degree of hemorrhage 
still going on. As the anesthesia wears off, this bleeding 
tends to increase, and unless precautions are taken to 
prevent it, extensive clot formation may occur in the 
prostatic cavity and the bladder. This clot acts as a 
foreign body. It causes painful spasms or contractions of 
the bladder and produces both shock and further 
hemorrhage. 

The first method of continuous irrigation tried was that 
of running sodium citrate solution into the bladder 
through a urethral catheter and out through a De Pezzer 
catheter in the suprapubic wound. This method was fairly 
satisfactory; but the presence of a catheter in the urethra 
for a considerable time produced sepsis and a tendency to 
subsequent contracture of the bladder neck. The patient 
also had to be much more carefully watched, because, if 
the catheter slipped even a small amount, the eye was 
drawn into the prostatic cavity or urethra and the irriga- 
tion ceased. 

Irrigation was then tried through a small tube sewn to 
the side of a De Pezzer catheter. This worked well; but it 
was difficult to make a water-tight joint around # owing 
to the irregular contour. Leakage from the bladder 
resulted, and although this was not great, it increased 
wound infection. Finally the following method was tried 
and has proved successful, provided the correct technique 
is adopted. 


coax METAL TUSE c——— 


34 wmsevuavy wire 
LONGITUDINAL a 


Ficure I. 


The apparatus consists of three main parts: (i) a 
branched metal tube; this has an internal diameter of five- 
sixteenths of an inch, is made of 24 gauge “Monel” metal, 
and is three inches long; (ii) a 34 gauge Winsbury White 
catheter, which is shortened to half its length; (iii) a 
removable irrigating system, which is placed inside (i) 
and (ii); this in turn consists of a metal spigot, a one- 
eighth inch rubber tube and a double rubber cork—that is, 
it fits outside as well as inside the tube. A plain rubber 
cork works almost as well. Details of the spigot can be 
seen from the drawing (Figure I). It is turned out of 
quarter-inch brass and has an internal channel of one- 
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sixteenth inch in diameter. It could, however, simply 
consist of a piece of straight metal tube pushed through 
tke cork. This apparatus receives 3% sodium citrate 
solution through a drip indicator, which is connected above 
to a reservoir and below to the internal irrigating system. 
The flow through the indicator is controlled by a metal 
clamping screw. These are standard fittings for “intra- 
venous” apparatus. The citrate solution flows through 
the fine inner tube, circulates through the bladder where 
it mixes with the blood, and then, entering the De Pezzer 
catheter, it flows along it and out through the branch in 
the metal tube. It is then taken by a piece of rubber 
tubing to the container under the bed. This tubing is 
broken about six inches below the branched metal tube 
and a short piece of glass tubing is inserted. This acts 
as an inspection window. In this way the efflux from the 
bladder is under constant observation, and any increase 
in the bleeding can be instantly noted. The apparatus, if 
suitable precautions are taken, will run for from seven to 
ten days without being interfered with, except for adjust- 
ment of the drip and filling of the container. 

The technique necessary is as follows. At the operation 
as much hemorrhage as possible is stopped. Two ounces 
of citrate solution are introduced into the bladder, to stop 
clot formation while the bladder is being sutured. After 
the wound has been closed, the bladder is thoroughly 
irrigated with citrate solution through the shortened 
Winsbury White catheter. Special care should be taken 
to see that no clots remain in the bladder. The metal tube 
is then inserted, and finally the internal irrigating system 
is introduced. A wire stylet may be used to facilitate its 
introduction. Two ounces of citrate solution are then run 
in through a short piece of rubber tube attached to the 
spigot for the purpose, which is then corked, as is the 
outlet tube. The patient is then returned to the ward, 
where the irrigation is immediately started. 

The bladder is first flushed out by turning the drip on 
full. The fluid going in can be observed, as can also the 
blood-stained fluid coming out. If any clots are observed 
passing through the inspection tube, the fluid is kept 
running until they cease to pass. The drip is then set at 
thirty drops per minute. This is continued for the first 
twenty-four hours. It is then set at about fifteen drops per 
minute for the rest of the time. The solution used is 3% 
sodium citrate solution until the hemorrhage has ceased 
for twenty-four hours; it is then changed to a one in 1,000 
acriflavine solution. The irrigation is kept up for seven 
to ten days. At the end of this time the apparatus is 
removed and the bladder is allowed to drain through a 
smaller tube inserted in its place. After five days this is 
removed, the wound is strapped across and a urethral 
catheter is inserted. 

The advantages of this system are as follows: (i) It isa 
closed system, and less septic material is therefore intro- 
duced into the bladder. (ii) It produces less spasm than 
syringing does, because it is slow and gentle and not a 
sudden squirt; the latter never fails to hurt the patient 
and so cause shock. (iii) It requires less nursing atten- 
tion. (iv) The apparatus can be sewn tightly into the 
bladder and therefore does not leak; thus there is less 
risk of infecting the suprapubic wound. (v) The apparatus 
can be instantly cleared by removal of the inner tube. 


Discussion. 

It may be thought that as the bore of the tube is 
reduced blockage will be likely to occur. This is not the 
case, and very little trouble from this has been experienced. 
Most people use a 32 gauge catheter after prostatectomy, 
and in this apparatus the reduction in bore is compensated 
for by the use of a 34 gauge catheter. The apparatus can 
handle moderate clots without any difficulty, and if it 
does become blocked it can be instantly cleared by removal 
of the central tube, when the clot will come out. The tube 
is then reinserted; no skill is required to put it back, nor 
does the procedure occasion any discomfort to the patient. 
Clots occur only when the technique is faulty. This may be 
due to carelessness in allowing the reservoir to become 
empty or to incomplete removal of the clot before the 
patient is sent back to the ward. In any case, the difficulty 
is easily overcome by the simple expedient outlined above. 














The ease with which the system can be cleared is the 
principal advantage claimed over double-channelled 
catheters, which are difficult to clear if they become 
blocked. 
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THE BRONCHOSCOPE AND INTRATHORACIC 
DISEASE. 





By M. P. SusMAN, 
Sydney. 





THe bronchoscope is to the thoracic surgeon and 
physician as the cystoscope is to the urologist. With it 
he can look and see; without it he would wait and see, 
often at the autopsy. It is indispensable in the diagnosis 
and treatment of broncho-pulmonary diseases, and is 
helpful in prognosis and in distinguishing between disease 
of the lung and disease of the other thoracic organs. 
Bronchoscopy is safe in skilled hands; Scott Stevenson 
(“Recent Advances in Laryngology and Otology”, 1935) 
makes the following statement: 


In 43,710 endoscopies performed by 190 broncho- 
scopists the mortality was less than 0-1 per cent., and if 
one considers the bronchoscopy apart from the condition 
for which it was done there is no mortality, that is, no 
deaths occurred from the mere insertion of the broncho- 
scope. 

Diagnosis. 


Bronchoscopy is necessary for diagnosis in a number 
of conditions, unless there is good reason to withhold it. 
These conditions will now be discussed. 


Unexplained Hemoptysis. 


Chevalier Jackson has given the following adequate 
summing up: “Every patient with hzmoptysis, if not 
proved tuberculous, requires a diagnostic bronchoscopy— 
there is no need therefore to lay down any special list 
of indications.” 


Mary Q., aged thirty-two years, had had a lung abscess 
drained twelve years earlier, and ever since then a broncho- 
cutaneous fistula had remained. Except for the inconvenience 
caused by the discharge she had been well and active until 
several years later, when she had a sudden attack of 
hemoptysis and bleeding from the fistula; this had recurred 
many times, especially during menstruation. At the request 
of Dr. C. Winston I made a bronchoscopic examination and 
found a vascular tumour in the right main bronchus. The 
tumour proved on microscopic examination to be a simple 
adenoma. 


Unexplained Wheeze, Dyspnea or Persistent Cough. 


Mrs. P. complained only of persistent cough and wheeze. 
No abnormalities were found on clinical or radiological 
examination, and her physician, Dr. K. Noad, asked me to 
make a bronchoscopic examination. I found a small 
pedunculated adenoma in the right main bronchus, removal 
of which gave immediate and lasting relief. 


Uncertain Radiological or Clinical Abnormalities, 
or Both. 


Mrs. T., aged sixty years, complained of cough and 
purulent sputum. No abnormal physical signs were found; 
in the skiagram a diffuse opacity was seen near the hilum 
of the right lung. Through the bronchoscope I saw a white 
patch at the orifice of the middle lobe bronchus, and this 
proved to be hydatid membrane. 


Suspected Bronchial Obstruction. 


An inhaled foreign body is the most obvious and 
dramatic cause of bronchial obstruction. But whenever 
pulmonary suppuration, persistent “unresolved pneu- 
monia”, atelectasis of the whole lung or part of a lung, 
or localized emphysema is present, then is bronchial 
obstruction to be suspected. 

Joseph F., aged fifty-six years, came to hospital with 
“unresolved pneumonia” and possible bronchiectasis of the 
lower lobe of the left lung. He complained of cough and 
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Extract from ““The Medical Journal of Australia’’: 


“Samples of Tenax Soap have been submitted to 
a careful investigation by our Analyst. He 
carried out a series of investigations with - a 
24-hour broth culture of Bacillus typhosus .. . 


“Our Analyst expressed the opinion that it is 
probable that Tenax kills the bacilli in less than 
30 seconds in a 10% Emulsion. 

“We may thus conclude that Tenax is 
a satisfactory Germicidal Soap which 
may be recommended with confidence.” 
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EXTRACTS FROM REVIEWS OF FIRST EDITION. 

“The author of this book ventures to claim for it a h 
degree of utility and originality. A careful perusal complet 
substantiates the author’s claims. This book is therefore recom- 
mended for purchase by the medical student and practitioner.” 
—Journal of A.M.A. 

“We are so enthusiastic about the book that we cannot but 
say to our colleagues: “Whatever hundreds of medical books 
you have, get this one.’”—South African Medical Journal. 

“This little book is designed primarily for the benefit of the 
final year students in medicine but is well adapted also for the 
use of internes, falists, and practitioners who find them- 
selves in need of a ‘refresher’. It meets this need very 
adequately.”’"—Canadian Medical Association Journal. 

“It la jal stress upon the more important common 
conditions and upon various clinical matters almost disregarded 
by the average student. It shows him what will be important to 
him as a qualified man and wastes no time in perpetuating 
clinical myths.”—St. Mary’s Hospital Gazette. 

“It will be found both of value and interest to the recently 
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“Original and stimulating.”—Newcastle Medical Journal. 

“The book is well written and its tabulated form makes it 
attractive and easy to read.”—Queen’s Medical Magasine 
(Birmingham). 

“Originality and sound perspective have raised this book out 
of the ranks of the synopses, while a grasp of the essential has 
enabled the writer to cover the wide range of medicine in a 
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classical text-book style, the approach to the subject from the 
clinical aspect.”"—Charing Cross Ho al Gazette. 

“We strongly recommend this book to all Final Year 
Students.”"—University of Durham College of Medicine Gasette. 

“To have covered such an enormous field and yet to have 
brought all this material within the bounds of such a handy 
little volume, scarcely greater than et-book size, is a feat 
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blood-stained sputum dating from an attack of acute 
pneumonia several months before. There were clinical and 
radiolegical signs of obstruction of the lower lobe of the 
left lung; bronchoscopic examination and biopsy showed that 
the obstruction was due to cancer. He is now convalescing 
after pneumonectomy. 
Treatment. 
Bronchiectasis. 

The only cure for bronchiectasis is removal of the 
diseased area of lung. But when the bronchiectasis is too 
widespread to allow of this, or when the patient is 
unwilling or unfit for operation, then repeated aspiration 
of the bronchial tree through the bronchoscope is 
palliative, in that the offensive odour decreases and the 
patient finds that he now passes the night undisturbed by 
cough; other patients have told me that they feel less 
short-winded and in better general health. 

I have heard it said that postural treatment is as 
effective as bronchoscopic aspiration; this can easily be 
disproved in most cases by passing a bronchoscope immedi- 
ately after prolonged postural drainage, when an appre- 
ciable amount of sticky sputum will still be found in the 
depths of the bronchi. 

As a rule, I pass a bronchoscope before and after the 
operation of lobectomy or pneumonectomy, so as to keep 
the tracheo-bronchial tree as dry as possible; even after 
the anesthetist, at the end of the operation, has aspirated 
as much as possible threugh the intratracheal tube, 
sputum and a little blood are usually to be seen through 
the bronchoscope in the lowest parts of the bronchial tree. 


Lung Abscess. 


An abscess in the lung, like a pyogenic abscess else- 
where, needs drainage. Some lung abscesses are cured 
without operation because adequate drainage is obtained 
through the natural passages; this mode of drainage can 
often be helped by bronchoscopic dilatation and aspiration, 
and less effectively by proper posturing of the patient in 
bed. But unless prompt and progressive improvement 
takes place with non-operative treatment, it is both useless 
and dangerous to persist with it, and the death rate rises 
sharply the longer operation is delayed. External drainage 
can often be usefully supplemented by further broncho- 
scopic aspirations. 

Mrs. S., aged forty-five years, had been ill for fifteen 
months when I saw her for the first time. Her general 
condition was poor and she often despaired of ever being 
cured; she was coughing up a mugful of offensive sputum 
per day and was having frequent attacks of hzemoptysis. 
After open drainage of the abscess (which was in the middle 
lobe of the right lung), supplemented by a number of 
bronchoscopic aspirations, her condition gradually improved. 
She is now well, except for a broncho-cutaneous fistula, 
which will probably need a plastic operation for its closure. 


Neoplasms. 


The commonest pulmonary neoplasms are bronchogenic 
carcinoma and simple adenoma. The symptoms and signs 
are variable. In some cases there are frank signs of 
bronchial obstruction and pulmonary suppuration; in 
others there may be little trouble beyond the production 
of a slightly blood-stained sputum, or an irritative cough 
or wheeze (see the cases records cited under “diagnosis” ). 
There can therefore be no doubt that a direct examination 
of the bronchial tree is essential for diagnosis, especially 
as we know that most bronchial neoplasms are within 
reach of the bronchoscope. If the growth is a cancer, 
radical operation at present offers the only chance of cure; 
but if operation is not possible or is refused by the 
patient, palliation by intrabronchial irradiation is often 
worth while, as the following case record shows: 

Mrs. B. had obstruction of the left main bronchus near its 
bifurcation. Through the bronchoscope I saw a mass which 
proved, on microscopic examination, to be a primary 
bronchogenic carcinoma. She refused operation, so I advised 
irradiation, which was given on two occasions by radon in a 
special intrabronchial container, followed later by deep X-ray 
treatment. I saw her recently, five years after the com- 
pletion of treatment, and she was apparently well. A 
skiagram showed fibrosis of the lower part of the left lung 
field, and bronchograms showed narrowing and distortion of 
the left main bronchus. Through the bronchoscope I found 


} 





that the left main bronchus was rigid and stenosed, but I 
could find no neoplastic tissue. Many pathologists have 
seen the sections from the original growth and all agree 
that it is a carcinoma. The ultimate prognosis is poor. 


Reports of Cases, 








COLOSSAL HYDATIDS ASSOCIATED WITH 
CHOLEPERITONEUM.* 





By Sir Louis Barnett, M.B., F.R.C.S., F.R.A.CS., 


Emeritus Professor of Surgery, University of Otago, 
New Zealand. 





THE patient, P.K., now aged fifty-five years, is a robust 
hard-working shepherd. His is the most remarkable case of 
hydatid invasion that I have ever come across or read about. 
Because of the long period of time that has passed since my 
former article was published, I begin by giving a résumé 
of the case as formerly described, and by reproducing the 
original illustrations. I have not repeated the full and 
graphic narrative of a similar case described by Jonathan 
Hutchinson,” nor the references to other examples men- 
tioned by Félix Dévé,” George Syme,” and H. B. 
Robinson.” Of late years there have been many additions 
to the literature of hydatid choleperitoneum, notably in a 
chapter dealing with this subject in Harold R. Dew’s book 
(1928), and a very comprehensive monograph by: V. Pérez 
Fontana.” Nowhere, however, have I seen described such 
a vast accumulation of hydatid cysts as I ‘recounted, nor I 
may add now, such a remarkable transformation in the 
course of the years following operation from a grossly 
abnormal to a natural appearance of the peritoneum and 
abdominal viscera. 


Clinical Record. 


When the patient, apparently a healthy boy, was six 
years ‘old, he accidentally fell forwards, striking his abdomen 
against a large projecting stone, and as subsequent events 
showed, he must have burst inwardly a cyst of the liver, 
which then discharged hydatid material containing no doubt 
thousands of scolices, and: also a quantity of bile, which by 
setting up a mild inflammatory peritoneal reaction produced 
a membrane of encystment enclosing the hydatid effusion. 
The patient suffered great pain after this accident and was 





Ficurs I. 
Photograph taken shortly before 
operation. 


Patient recumbent. 


acutely ill in bed for three weeks. He could not remember 
the occurrence of any rash or itching of the skin. He 
gradually recovered his former health and activity, but 
after two or three years his abdomen was noticed to be 
growing unduly prominent. Ten, twenty, thirty years and 
more passed away, and year by year his abdomen and the 
lower part of his thorax, painlessly but relentlessly, pro- 
truded more and more, until his torso assumed a grotesque 
rotundity. He sought medical advice and was for a time in 
a medical ward of the Dunedin Hospital, and always the 
diagnosis was ascites probably of tuberculous origin. 


1The follow-up story of the case described in this journal 
on December 24, 1927, at page 878. 
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Aspiration was attempted, but in vain, and it was thought 
that the fluid was too thick to pass through the aspirating 
needle. Surgical intervention was declined; the patient said 
that he was in no distress; he felt strong and fit for his 
work, and was therefore content. 





Fieurs II. 


Photograph taken 
operation. 


Front view. shortly before 





Fieurp IIl. 


Lateral Photograph taken shortly before 


operation. 

At long last, however, his health came down with a run, 
and he was referred to me by his medical attendant in the 
country, Dr. T. T. Thomas, in February, 1927. By this time 
he was obviously and gravely ill; he could no longer ride 


view. 
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and could hardly walk; he was feverish, and breathless and 
suffered much from indigestion; his urine was scanty and 
was passed with difficulty; his face and arms were emaciated, 
his legs and scrotum dropsical; a network of enlarged veins 
showed through the skin of his vast globular abdomen, 
which was tightly distended with fluid; the lower half of 
his thorax was bulged and everted to an extraordinary 
degree (see Figures I, II and III). His height was five 
feet nine inches (175 centimetres), his abdominal girth 57 
inches (144 centimetres), and his weight 17 stone (107 kilo- 
grams). The whole abdomen was moderately tense and dull 
on percussion, and it manifested the ordinary ascitic 
vibratile fluctuation. In the heart and lungs no abnormality 
was detected other than their marked upward displacement 
within the misshapen thorax. Rectal examination gave only 
the feeling of a bulging downwards into the pelvis, as from 
ascites. The urine was of the “febrile’’ type, but otherwise 
normal. His temperature was 37°8° C. (100° F.) and his 


pulse rate 104 per minute. 


Fieurs IV. 
Diagrammatic sketch showing cysts as found in case of colossal 
hydatids. 


I thought that surely his abdomen was full of ascitic fluid, 
possibly purulent, and hoping to give him some immediate 
relief, I inserted a fine trocar in the left flank. I “drew a 
blank” with this puncture—not a drop of fluid escaped. I 
tried a larger trocar (one millimetre in diameter), with 
exploring syringe attached. Again no fluid was withdrawn; 
but I found the cannula plugged by a fragment of gelatinous 
material. This finding put me hot on the scent of hydatids. 
I inserted a trocar two millimetres in diameter, and this 
time I drew into the cannula unmistakable shreds of hydatid 
membrane. Laboratory investigations confirmed the diag- 
nosis. Laminated ectocyst, scolices and separate hooklets 
were all seen under the microscope; the Casoni skin test 
and complement fixation test produced positive reactions; but 
the eosinophile cells were only 2% of the leucocytes. When 
the patient realized that he was “crammed full” of hydatid 
cysts, he consented to the operation advised. 

The operation was performed on February 24, 1927, at 
Stafford Hospital, Dunedin. As there was a possibility of 








' 
i 
‘ 
; 





wSeTomooenert ef oa er ae mK mM mr ORM AAA 





NoveMBER 11, 1944. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


513 





some struggling during the induction of anesthesia, a second 
operation table was placed alongside the first, for, owing to 
his bulk and rotundity, the patient might easily have fallen 
off one table had he been restless. However, the anesthetic 
agent (ether) was skilfully administered by Dr. Russell 
Ritchie, and the patient lay quietly throughout the operation. 
My son, Geoffrey Barnett, assisted me and looked after the 
patient subsequently. 

A vertical incision was made through the abdominal 
parietes below the umbilicus in the right paramedian line. 
Directly I cut through what I took to be the thickened 
peritoneum, there was a gush of a few ounces of thin, 
purulent liquid, followed by the escape of innumerable 
daughter cysts. I evacuated the cavity slowly, interrupting 
the flow every few moments by plugging the opening with 
my fingers. After two or three gallons had been evacuated 
by this gradual decompression method, I opened up more 
freely, as I could see that there were many more daughter 





Ficure V. 
sketch showing cysts 
multiple abdominal hydatids. 


Diagrammatic as usually found in 


cysts waiting an opportunity to escape. These then tumbled 
out in almost endless succession. They varied in size from 
cherries to coconuts, and filled bucket after bucket, until a 
total of 50 litres (11 gallons) of hydatid material was 
evacuated; this figure does not take into account a con- 
siderable quantity of fluid from burst cysts which soaked 
into swabs and towels and coverings. After emptying with 
the help of a suction tube and drying out the vast cavity, 
I illuminated it with a cystoscope and explored it with eye 
and hand. No abdominal viscera could be seen or felt; 
they were all matted and crowded into obscurity behind an 
enveloping carpet of fibrosed false membrane and peri- 
toneum. I could pass my hand to the diaphragm above, to 
the vertebral column behind and to the pouch of Douglas 
below, and it needed very careful feeling indeed to detect 
any indication at all of liver, stomach, kidneys, intestines 
or other viscera (see Figure IV). The normal peritoneal 
cavity with its numerous folds and recesses was distended 
into a great sphere lined by a fibrocellular wall or membrane 
of encystment three millimetres in thickness and of a suéde 
leather consistence. Its interior surface was finely granular. 
This felted membrane or carpet was no doubt composed 








originally of two layers, peritoneum externally and a 
fibrinous deposit due to hydatid and bile irritation internally. 
There were no signs of biliary pigment or concretions such 
as have been described in other cases of choleperitoneum. 
These are said to disappear after the lapse of years. 
Figure V is a sketch of the ordinary type of multiple 
peritoneal hydatid cysts due to rupture of a liver cyst, and 
depicts the contrast in the relation of the viscera to the 
secondary cysts when no bile has been effused. 

I ventured to close the wound completely, although I had 
but little expectation of avoiding drainage subsequently. 
The shape of the patient’s abdomen was now profoundly 
crateriform; the lower margin of the thorax projected 
forwards like a veranda roof, and the anterior abdominal 
wall was sunk deep down against the vertebral column (see 
Figure VI). The dressing included a large pillow, which 
was gently pressed into this huge concavity. 

Convalescence was somewhat disturbed by feverishness 
and some reaccumulation of fluid necessitating drainage; 
but ten weeks after the operation the wound was soundly 
healed. The patient then weighed twelve stone (76 kilo- 





Ficure VI. 
Rough sketch from a snapshot, showing bulging of the 


lower part of the thorax and hollowing of the abdomen 
at the conclusion of the operation. 


grams) and was strong and active enough to resume his 
shepherding and mustering work. 

At long intervals the patient reported for examination, 
and after three or four years two cysts were noted to be 
growing in the lower part of the abdomen. They gave rise 
to no symptoms and did not interfere with his work, so 
again he deferred operation. Year by year, however, these 
cysts increased in size until they were as large as fetal 
heads and on abdominal inspection showed as obvious 
lumps. One, somewhat pyriform in contour and easily 
movable, was in the right iliac region; the other, rounded 
and fixed, was in the hypogastrium. 

It was not until sixteen years after the first operation, 
and when the patient was fifty-five years of age, that he 
decided once more to submit to the surgical treatment 
recommended. The second operation was performed on 
September 5, 1943, at Stafford Hospital, Dunedin, by my son, 
Geoffrey Barnett, F.R.A.C.S., who has supplied the following 
details. Unfortunately I myself was prevented by ill health 
from attending the operation. Apart from the presence of 
the secondary cysts the patient was in excellent condition— 
strong, active and _ well-nourished. The old_ vertical 
abdominal scar had shrunk and was little noticeable; but 
the lower part of the thorax still showed some of the 
former “penthouse” deformity. Under satisfactory chloro- 
form anesthesia induced by Dr. de Lautour, a right para- 
median incision was made close to the mid-line and 
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extending three inches above and three inches below the 
umbilicus. The peritoneum was incised and an apparently 
normal peritoneal cavity was entered. The intestines, the 
omentum and the mesentery seemed quite natural, except 
in the region of the pylorus and duodenum, which could 
not be discerned. They were hidden behind an old flattened, 
collapsed liver cyst about one hand’s breadth in diameter, 
and springing from the region of the portal fissure (see 
Figure VII). This cyst, no doubt the original primary cyst 





Ficure VII. 
Diagrammatic sketch of the condition found at the second 
operation (sixteen years after the first). A: The collapsed 
walls of the old primary cyst, which had ruptured and so 
produced choleperitoneum, and the colossal accumulation 
of secondary hydatid cysts; dense calcification was found 


in the upper curvature. Recurrence of two large 
multivesicular cysts. 


of the liver that had ruptured long ago, was packed off, 
opened and emptied of material like thick yellow paint. 
Then one could feel the upper curved wall of this cyst 
embedded like a densely calcified bowl in the lower part of 
the liver. Neither gall-bladder nor bile ducts could be 
identified. The two cysts in the lower part of the abdomen 
were opened and emptied of numerous daughters, and their 
smooth but tough adventitia was swabbed with a one in 
1,000 solution of acriflavine. Each of these cavities was 
drained, a drain was also placed in the site of the upper 
dead cyst, and the abdominal wound was closed. The post- 
operative course gave no anxiety, though the drain tube 
sinuses were very slow in healing. The patient returned to 
his home on November 23, 1943, looking and feeling well.’ 


Comment. 

The amazing feature noted at this second operation was 
the restoration to absolute normality of the peritoneum, in 
structure and in its relation to the abdominal viscera, as 
compared with the condition of hydatid choleperitoneum 
observed at the operation sixteen years previously; at that 
time all these viscera were crammed out of sight behind a 
thick fibrocellular carpet, the membrane of encystment, 
resulting from the mildly irritating action on the peritoneum 
of aseptic bile and hydatid material that had escaped from 
the primary liver cyst. One could hardly believe that such 
a restoration was possible. A point of minor interest, that 





1A repert from the patient at the end of August, 1944, stated 
that he was strong and well, doing his old-time work of 
shepherding and mustering. 





has to do with the rate of growth of secondary peritoneal 
cysts, is that the two lower abdominal cysts had taken 
sixteen years to grow to the size of fetal heads. 
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Reviews. 


THE MEDICAL ANNUAL. 








“THE MepicaL ANNUAL” for 1944 has made its welcome 
appearance. Bearing the sub-title “A Year Book of Treat- 
ment and Practitioner’s Index”, this work has been published 
for sixty-two years and is well known to most practitioners. 
The editors are still Sir Henry Tidy and A. Rendle Short, 
and they have had the assistance of a band of well-known 
“contributors”. That these men have found time in the 
crowded activities of wartime medicine to undertake the 
preparation of the contributions is a tribute to their keen- 
ness and a benefaction to practising doctors. Noticeable 
among the contributors to this year’s volume is a member 
of the United States Army Medical Corps, Colonel W. S. 
Middleton, who has contributed an article on infective 
hepatitis. This article is illustrated by photomicrographs 
taken from The Lancet and is built up around no less than 
twenty-three references to the literature. The vast subject 
of chemotherapy of bacterial invasion has been discussed 
with reference to the sulphonamides. MHere the reader will 
need to remember that work published before the year 
under review does not appear. The article in question is 
confined mainly to sulphamethazine and sulphamerazine and 
to the toxic effects of the sulphonamides on the urinary 
system. Similarly there is no set article on penicillin, the 
substance being mentioned in different parts of the book in 
relation to burns, eye diseases, gonorrhea, head injuries 
and war wounds. An article of considerable interest is one 
devoted to epidemic nausea and vomiting. The work on 
which this article is based was published in the British 
Medical Journal and in The Lancet. An important 
series of articles deals with the medical and surgical aspects 
of gastric and duodenal ulcer and with gastritis. Reference 
is made again to the work of Wolf and Wolff and their 
observation of the gastric mucosa of a man whose 
cesophagus was occluded when he was nine years of age by 
his drinking scalding fluid. Mention is made of Avery 
Jones’s observations on the treatment of hematemesis and 
melena by prompt feeding and liberal blood transfusions. 
The choice of surgical treatment is discussed by reference 
to the work of several authors. One of the most extensive 
sections deals with the many aspects of tuberculosis. The 
facts discussed include erythema nodosum in relation to 
tuberculosis, blood sedimentation and plasma and also blood 
groups in relation to pulmonary tuberculosis, tuberculous 
tracheo-bronchitis, tuberculosis in adolescents and young 
adults, tuberculosis and war, pulmonary tuberculosis in 
childhood, the surgical aspect of pulmonary tuberculosis and 
tuberculosis surveys. War psychiatry and war surgery are 
extensively dealt with, the latter reference including a short 
article on war surgery in hostile countries. Cancer of the 
rectum is considered from several points of view; abdomino- 
perineal excision is discussed and illustrated reference is 
made to the Devine “defunctioning”’ colostomy. Carcinoma 
of the prostate is discussed and reference is made to treat- 
ment by castration and diethylstilbeestrol. The technique of 
the removal of all the spermatogenic tissue from the testicle 
is illustrated. 

Many other aspects of medicine and surgery dealt with 
in interesting fashion might be mentioned, but from what 
has been written readers will have some idea of the wealth 
of information waiting for them in this book, which, as usual, 
is most heartily commended. 

“The Medical Annual: A Year Book of Treatment and 
Practitioner’s Index”, edited by Sir Henry Tidy, K.B.E., M.A., 
M.D. (Oxon.), F.R.C.P., and A. Rendle Short, M.D., B.S. B.Sc., 
F.R.C.S.; 1943. Bristol: John Wright and Sons Limited. 
83” x 58”, pp. 567, with illustrations. Price: 25s. net. 
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All articles submitted for publication in this journal should 
de typed with double or treble spacing. Carbon copies should 
mot be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, full 
date (month, day and year), number of the first page of the 
article. If a reference is made to an abstract of a paper, the 
name of the original journal, together with that of the 
journal in which the abstract has appeared, should be given 
avith full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


AUSTRALIAN MEDICINE AND FOREIGN 
LANGUAGES. 





THE absence of interest in foreign languages throughout 
Australia up till recent years is easily explained. The 
political, economic, racial and cultural ties which bound 
this country to Britain left little room for other affiliations, 
and any necessity to go beyond these was not apparent. 
Again the more populated parts of Australia are not in 
geographical propinquity with any country; their outlook 
is over vast stretches of ocean and not hours nor days, but 
weeks, must be spent in sea traverse. With the war this 
has changed considerably; Australia has become aware 
of the nearness to her territory of the immense populations 
of Asia; her soldiers have fought under alien skies and 
have heard alien speech; her interests abroad have neces- 
Sitated the sending of representatives or plenipotentiaries 
to countries where the English language is not spoken; the 
world has contracted through the ever-growing rapidity 
of air travel. The awakening of interest in linguistic 
study is evidenced by the spate of elementary grammars 
and dictionaries in booksellers’ shops and their ready sale. 
Stocks of books like Bodmer’s “Loom of Language” have 
had to be replenished time and time again in the metro- 
politan cities, and primers and conversation guides have 
sprung into being at a mushroom pace. The supply of 
good dictionaries in German, French, Italian, Spanish, 
Russian, Dutch and Japanese is barely able to meet the 
demand. No doubt military considerations have been pre 
potent in this development, but civilians have caught the 
infection also and are now the chief buyers. 


The medical profession is not unconcerned in this revival 
of linguistic learning. Before the war of 1914 the German 
language was, in the opinion of many, well on the way to 
be the lingua franca of science. Investigators in Russia, 
Scandinavia, Holland, Belgium and Denmark published a 





large proportion of the articles embodying their dis- | 





coveries in German periodicals. In the great cyclopedias 
and reference works in a number of sciences Germany had 
almost a monopoly, and her publishers could demand 
extortionate sums for books which they knew to be neces- 
sary in every civilized land. In these same cyclopedias 


British and American researchers often announced their 


findings and criticisms or even resorted to priority publica- 
tion. All this changed with the interruption of traffic 
conditioned by war and perhaps still more with the decline 
in German research following Nazi indoctrination. Still it 
must be admitted that even if German contributions to 
medical science fell to zero, it would still be necessary to 
become acquainted with her achievements in the past 
before the stupefaction of totalitarianism had done its 
work. Whether we like it or not, we are forced to confess 
that the contributions from the highly organized 
universities and medical research institutes in Germany 
and Austria must be studied, no matter how bitter our 
feelings may be. The volume of books and articles 
emanating from the British Empire and the United States 
might lead some people to think that English is destined 
to become the medium of exchange in science, including 
medical science, but we have to deal with the spirit of 
nationalism which has become so formidable today. 
Russians prefer to publish in Russian, Norwegians and 
Danes in Dano-Norwegian, Dutchmen in Dutch, Ibero- 
Americans .in Spanish and Portuguese, Chinese and 
Japanese in their respective tongues. Even the Afrikanders, 
a mere handful of humanity speaking a bastard Dutch, 
have announced their preference for their mother tongue. 
Hence, if Australian centres of medical learning and 
research are to keep up to date, there must be an 
awakening of activity in linguistic study. That reform is 
necessary will surely be admitted, and this reform must 
begin with the school. The time is ripe fcr educational 
authorities to review the choice of French in the school 
curriculum and to decide whether this is the best language 
for the purpose and also if it is properly taught. Opinions 
may differ about the cultural value of French, but there 
must be few dissentients from the view that the average 
teaching both government and private is bad throughout 
the schools of the Commonwealth. It will mostly be found 
that the young scholars gain no proficiency, dre unable 
to read French classics with pleasure, and, needless to say, 
would be piteously inarticulate when visiting a French- 
speaking country. The number of boys and girls taking 
German in the schools is unfortunately very small, and 
those who undertake this study do so as a rule under 
parental duress and with little encouragement from the 
school staff. The citizens of the United States have 
Spanish-speaking people across their southern frontier, and 
in many parts of the more southern States themselves, 
such as Arizona, New Mexico and Texas, bilingual capacity 
is to be found. Instruction in Spanish is therefore a 
familiar feature in American school life and is to be 
warmly commended, though doubtless business considera- 
tions have been the main inducement. Australians have 
yet to become aware of the immense possibilities of Ibero- 
America, not only in the economic sphere, but in culture 
generally. In science, as in literature, South America and 
Mexico have already surpassed the mother lands of Spain 
and Portugal, and Australians should keep themselves 
well abreast of their achievements. We leave to others 
the considerations which arise from economic rivalry or 
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reciprocity which will be strengthened by more rapid, more 
frequent and cheaper transport in the near future; to us 
remains the realization of the fact that the medical schools, 
hospitals and research institutes of Ibero-America are 
approaching, if they have not indeed already attained, 
a position in the front line of medical science. The surgery 
and pathology of Buenos Ayres have won a high repute, 
and it may be remarked in passing that at the date of 
publication perhaps the best account of penicillin, with 
original research on its action, fortunately negative, on the 
myocardium, emanated from Porto Alegre, Brazil, and was 
written in the Portuguese language. 

We may hope that our medical libraries here in Australia 
will take more cognizance of the growing number of 
publications, both book and periodical, which South 
America and Mexico are producing; also that our system 
of education will make the reading of these not merely 
possible but easy. Faculties of science in Australia have 
for some time demanded a reading knowledge of German 
as well as French from graduates, and the imposition of 
some kindred type of prerequisite should be insisted on 
in our schools of medicine. The high standard and wide 
scope of books and periodicals appearing in the English 
language is fortunate, but this does not preclude the 
necessity of studying what has been published in other 
tongues. Books can be and are translated, but periodical 
medical literature, which represents the front line of 
advance in medical science and usually a year or two 
ahead of the best books, is not interpreted except in 
baldest summaries in any other than the languages of the 
originals. We trust that those responsible for the framing 
of pre-clinical medical education in university and school 
will fall into line with the times and will lead and not 
merely follow the trends which have sprung into being in 
non-medical circles. 





Current Comment. 





THE TREATMENT OF CHRONIC ALCOHOLISM. 





Tue treatment of chronic alcoholism has been discussed 
in this journal from time to time. In January, 1943, it 
was considered in the light of articles by W. L. Voegtlin 
and M. M. Miller. The former described his method of 
treatment by the induction of nausea; the latter reported 
results obtained by him after the administration of 
amphetamine (benzedrine) sulphate. In regard to both 
these methods it was pointed out that success was not 
likely to be achieved unless the addict really wished to 
recover from his addiction. Attention was also drawn 
to the many types of alcoholic that have to be treated—the 
neurotic, psychotic, situational, maladjusted and feeble- 
minded types. In the issue of May 10, 1941, we also 
described an organization started in New York by 
chronic alcoholics themselves and known as “Alcoholics 
Anonymous”. This organization is founded on two 
principles. One is that the chronic alcoholic can seldom 
be cured until he admits his inability to cope with his 
problem and has in addition a sincefe desire to achieve 
complete and lasting sobriety. The other is that he resents 
the efforts of relatives and friends to help him, but that 
he will listen to persons who have been drunkards because 
they understand his problem. “Alcoholics Anonymous” is 
an organization in which those who have been alcoholics 
stand by and help addicts to recover themselves. 


From Boston there comes another report that cannot be 
allowed to pass unnoticed. Joseph Thimann, the medical 
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director of the Washingtonian Hospital, writes on what 
he calls part-time protective environment and working 
parole as an adjuvant in the treatment of alcoholism.’ 
His system is one of “working patients”. In this system 
the patient, while still under treatment, returns to his 
former occupation or finds a new job, but spends all his 
free time at the hospital. For this a number of 
advantages are claimed. The patient is in a “protected 
environment” during his free time. This means that his 
evenings and nights are spent at the hospital if he is 
working in the daytime or his daytime hours are spent 
there if he is working at night. Moreover, he is under 
the shelter of hospital over week-ends, “a time difficult 
to bridge if he is living outside because of the temptation 
to seek the conviviality of a tavern in his loneliness and 
because he has nothing to do”. He is also “removed from 
the emotional instability of a home environment” in which 
wife or mother may not understand his problem. It is 
also claimed that the patient is put on his feet financially— 
he is able to pay towards his upkeep in hospital and for 
his treatment; he also is able to pay towards the upkeep 
of his home. Thimann gives details of three case histories 
to show what this method can achieve, and they are well 
worth reading. The “protective environment” is reinforced 
by psychotherapy and by conditioned reflex treatment as 
well as by “relaxation therapy”. Thimann does not state 
how many patients he has treated in this way and he has 
nothing to say about his failures. This really does not 
matter very much, for results from such an endeavour will 
vary enormously and the percentage of successes will 
depend on the type of addict chosen for treatment and 
on the personality, the human understanding and the 
perseverance of the officer in charge. Like “Alcoholics 
Anonymous”, this kind of undertaking cannot have a wide 
application. In Australia special annexes would be needed, 
for general hospitals have more than enough work to cope 
with at present. In suitable places this kind of arrange- 
ment could be linked to occupational therapy in the hos- 
pital itself. But, however good this might be, it would 
always be newly acquired self-reliance and self-respect 
from contact with the outside world that would help the 
addict most of all. 





THE KENNY TREATMENT OF INFANTILE 
PARALYSIS: A REPORT FROM AMERICA. 





Ir was in THe Mepicat JOURNAL oF AUSTRALIA of 
May 8, 1937, that Sister Elizabeth Kenny’s book on 
“Infantile Paralysis and Cerebral Diplegia’” was reviewed 
and her views on supports and splinting were discussed. 
In the issue of November 13 of that year we published 
the report of a committee set up to inquire into the results 
of treatment by the Kenny method at the Royal North 
Shore Hospital of Sydney. The report of a committee 
appointed in London to observe the Kenny method of 
treatment was published in the issue of December 31, 
1938, with some comments by Miss Kenny; and yet 
another report was published in the issue of February 25, 
1939, the compilers being W. R. Forster and E. E. Price, 
who dealt with twenty-three cases. Among the conclusions 
stated in these reports were the following: that Miss 
Kenny had provoked a critical and beneficial review of 
poliomyelitis, that she had drawn attention to the evils 
of improper splinting and had contributed to knowledge 
on the subject of stiffness. The English committee saw 
no reason to admit Miss Kenny’s claim that complete cure 
can be promised in any group of cases of poliomyelitis. 
The committee thought that the use of hydrotherapy in 
the form of hot and cold douches as practised by Miss 
Kenny was of value. It also thought that very early 
attempts to initiate voluntary movements and also early 
and frequent passive movements were harmless, but of 
unproven value. While the committee agreed that under 
certain conditions splints could be dispensed with in 
the early stages of treatment, it did not approve of Miss 





1The New England Journal of Medicine, July 6, 1944 
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Kenny’s entire abolition of splints and surgical appliances 
in treatment. Splints were often valuable and sometimes 
essential; the mechanical methods used by Miss Kenny in 
substitution of splints were inadequate. The committee 
added that it disagreed with the long periods of continuous 
mechanical immobilization sometimes imposed. Since Miss 
Kenny went to America articles have appeared from time 
to time in American journals dealing with her methods 
of treatment. 


In December, 1941, the Kenny treatment was the 
subject of a report by the Committee on Research for the 
Prevention and Treatment of After-Effects, presented to 
the National Foundation for Infantile Paralysis The 
report was based on a series of only fifty patients, who 
had been under treatment since June, 1941, about six 
months. The conclusion was stated that “during the early 
stages of infantile paralysis the length of time during 
which pain, tenderness and spasm are present is greatly 
reduced and contractures caused by muscle shortening 
during this period are prevented by the Kenny method”. 
The report also stated that “the general physical con- 
dition of the patients receiving this treatment seems to be 
better than that of patients treated by some of fhe other 
methods during a comparable period”. The Journal of the 
American Medical Association, in commenting on the 
report, stated that “adoption of the Kenny technic repre- 
sents an elaboration of well recognized principles in the 
treatment of acute paralysis and also the basis in scientific 
research on the physiology of the nervous system which 
explains the value of the technic as practised”. Though 
this may seem to be nothing more than a recital of ancient 
history, it has been thought well to set out these few 
facts so that readers will be the more able to appreciate 
the latest pronouncement from America on the Kenny 
treatment. . 


In June, 1942, at a meeting of the Section on Orthopedic 
Surgery of the American Medical Association, a resolution 
was adopted for the formation of a joint committee, repre- 
senting three bodies of orthopedic surgeons, to study and 
evaluate the Kenny treatment of infantile paralysis. The 
committee, which comprised R. K. Ghormley, E. L. 
Compere, J. A. Dickson, R. V. Funsten, J. A. Key, H. R. 
McCarroll and H. C. Schumm, has made its report. The 
committee, in the course of its study, visited six cities 
and sixteen clinics and examined approximately 740 
patients, approximately 650 of whom had been treated by 
the Kenny method. The committee remarks that the four 
major points in Miss Kenny’s concept of the disease are: 
muscle “spasm”, mental alienation (loss of ability to con- 
tract flaccid muscles is due to functional dissociation or 
alienation from the nervous system), incoordination and 
paralysis. Though our present purpose is merely to state 
the findings of this committee, one staggering statement 
by Miss Kenny must be mentioned. The committee points 
out that in Miss Kenny’s book of 1937 no mention is made 
of “muscle spasm”, “mental alienation” or “incoordina- 
tion”. We read that she explains this omission in the 
preface of a book by herself and Pohl, published in 1943, 
as follows: “I was advised by a medical man that to 
publish these was an unwise procedure. ... As a matter 
of fact, I was informed that my liberty would be 
endangered as a result of such a statement.” When the 
joint committee asked Miss Kenny why muscle spasm was 
not mentioned in her first book, she answered: “Dr. 
Guinane wrote that book for me.” We wonder whether 
Dr. Guinane was afraid of losing his liberty. 


What we have called the joint committee describes the 
Kenny treatment under ten headings and then subjects 
these to analysis and discussion. The chief features of 
this analysis and discussion may be stated shortly as 
follows. To direct treatment towards the involved muscles 
as early as possible is desirable, but the general condition 
of the patient during the acute febrile stage may be such 
that handling by the Kenny treatment can be detrimental. 





pny The Journal of the American Medical Association, December 

» 1941. 

sean Journal of the American Medical Association, June 17, 
4. 








In other words, therapy during the acute stage is primarily 
a medica! problem. Proper “positioning” in bed by one 
means or other has been a standard practice among 
doctors for more than thirty years and is still a recom- 
mended procedure. Heat has been used for many years 
to combat pain. In most cases pain in infantile paralysis 
can be relieved by hot foments, but not always. The 
committee thinks that pain is not an important feature 
of the disease in most instances and that when it is 
present it can be relieved by other measures as well as 
heat. Recovery from “spasm” in most cases occurs spon- 
taneously. Hot packs may relieve the “spasm”, but so 
will adequate rest. The committee has seen cases in which 
hot packs seem to increase and prolong the spasm. It 
therefore concludes that the use of hot packs cannot be 
considered a panacea and that the rigid technique insisted 
on by Miss Kenny in their application is neither important 
nor essential. So long as active and passive movement 
of the extremities is carried out within the range of 
comfort, the procedure is acceptable. In regard to muscle 
reeducation advocated by Miss Kenny, it is pointed out 
that in 1929 Jones and Lovett described and carried out 
a method of muscle reeducation which is similar in 
principle to the method taught by Miss Kenny—it has 
served as the basis for orthopedic treatment for many 
years. In regard to Miss Kenny’s refusal to use splints 
or braces, the committee states that it has seen patients 
under the Kenny treatment in whom early contractures 
were developing, and by the application of plaster splints 
the contractures were controlled after their correction. 
Patients treated by the Kenny method have also been seen 
walking with two English style crutches who could be so 
benefited by braces that the crutches could be discarded 
and the hands thus be liberated for other use. In the 
Kenny treatment use of the respirator is forbidden. But 
respirators have saved many lives, and in the opinion of 
the committee they should be used for patients whose 
paralysis is sufficient to embarrass respiration. The com- 
mittee can find no evidence that the Kenny treatment 
prevents or decreases the amount of paralysis. Criticism 
is made of “the oft repeated statement of Miss Kenny” to 
patients who have come to her after treatment elsewhere, 
that had the “case come to her early the disability would 
have been prevented”. “Such statements are® not founded 
on facts.” Spontaneous recover occurs in many cases of 
the disease and reports in the literature indicate that 
this varies in different epidemics from 50% to 80%. The 
committee has seen many patients receiving Kenny treat- 
ment who showed no muscle involvement at any time, yet 
Miss Kenny “assumes the credit for their satisfactory 
results and does not take into account the factor of 
spontaneous recovery”. 

After the discussion and analysis of the Kenny treat- 
ment, described here in what is necessarily a somewhat 
disjointed statement, the committee makes some comments, 
and some of these should be noted. We read that Miss 
Kenny has repeatedly stated that under “orthodox” treat- 
ment only 13% of patients recover without paralysis, but 
that under her treatment over 80% recover. Strong 
language is used about the object of this oft-repeated state- 
ment. The figure on “orthodox” treatment has been taken, 
it is claimed, from an article which dealt entirely with 
severely paralysed patients. It is also pointed out that 
Miss Kenny’s statement of 80% recovery has not been 
supported by accurate statistics in a significant number of 
cases. Miss Kenny has repeatedly been told that this is not 
a fair comparison to make and that if every case in an 
epidemic is included in the statistics, recovery of from 
70% to 90% can be expected. “Miss Kenny made this 
inaccurate comparison as late as May, 1944.” Though 
other comments might be mentioned, such, for example, 
as that dealing with preparalytic diagnosis and the 
incidence of paralytic scoliosis, we must be content to 
conclude with the following quotation: 

While the committee disapproves of and condemns 
the wide publicity which has misled the public and 
many members of the medical profession, it acknow- 
ledges that this has stimulated the medical profession 
to revaluate known methods of treatment of this disease 
and to treat it more effectively. 
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Reconstruction of the Common 
Bile Duct. 

James WaLton (Surgery, Gynecology 
and Obstetrics, July, 1944) discusses 
injuries of the common bile duct and 
their treatment. He quotes two cases 
which have come under his notice and 
which demonstrate the tragic effects 
that may follow a technical error of 
this type. The accident has become 
relatively common in the past thirty 
years. The reason is the _ great 
variability in the anatomical arrange- 
ments in this area, and the fact that 
some surgeons, even of repute, do not 
take adequate care to demonstrate the 
anatomy of the part before dividing the 
vital structures. Apart from injuries 
to the common duct which are liable to 
occur when anatomical arrangement is 
abnormal, injury may be inflicted even 
where normal conditions obtain. Failure 
to obtain adequate exposure and tension 
on the parts leading to distortion are 
the common causes in such cases. 
Walton condemns the practice of 
starting the dissection at the fundus 
and working down to the ducts, as he 
considers that bleeding from the gall- 
bladder bed may obscure the dissection 
in the most important part of the 
operation, and also the additional 
mobility obtained through freeing the 
gall-biadder first may accentuate the 
danger of distortion of the ducts at a 
later stage. Another cause of accidents 
is the slipping of the ligature on the 
cystic artery leading to hurried 
attempts to clamp its maybe retracted 
end with forceps, and consequent 
inclusion of some portion of the duct 
system. When the injury is _ not 
recognized at the time, two things may 
happen. In one case, all the bile may 
drain out through the drainage tube, 
and a biliary fistula persist, with clay- 
coloured stool. If, however, the duct 
has been unknowingly tied, there will 
be early onset of obstructive jaundice. 
In some cases, however, when the 
injury has been partial, a slow stenosis 
may develop and the onset of jaundice 
may be delayed for some months and 
possibly for years. When the injury 
is recognized at operation, immediate 
anastomosis should be done. In the 
last-mentioned circumstances. several 
methods have been used. Dilatation 
of a narrowed duct may be possible 
with some success. When a very 
limited length of the duct is involved 
in stricture, a plastic operation in which 
the stricture is divided longitudinally 
and sutured transversely may be pos- 
sible. Bridging the gap by a free graft 
of fascia or omentum has been used, 
but the free graft is liable to give way, 
or to cause stenosis later on. When 
there is a persistent biliary fistula to 
the surface, the fistula may be turned 
into the bowel, but fistule tend to con- 
tract, and the final result is likely to 
be disappointing. Where the obstructed 
part of the common duct is greatly 
dilated, it may be possible to perform 
a lateral anastomosis between this 
dilated portion and the bowel, but this 
method is rarely suitable in cases of 
injury. The most obvious method is 


direct implantation of the freed com- 
mon duct into the duodenum, but there 








is danger after this method of ascending 
infection into the biliary tract. This 
may be lessened by using some 
modification such as that of W. J. 
Mayo, in which a valvular action was 
obtained by making the opening into 
the duodenum semilunar in_ shape. 
Reconstruction of the duct round a 
rubber tube is a method which has 
been used with many different modifica- 
tions. The author’s own method con- 
sists of utilizing a flap from the 
anterior wall of the duodenum. A 
valvular opening results. Diagrams 
show the method. Attempts have been 
made to form a fistula from the liver 
hilum to the surface with later turning 
in of the fistula. This has been tried 
when no remnants of common duct 
could be found, but the results have 
not been promising. In other such 
cases, a direct anastomosis between the 
cut liver edge and the bowel has been 
attempted, but without success. Where 
reconstruction round a tube is per- 
formed, the author uses a rubber tube 
which projects into the duodenum and 
is usually passed naturally in from ten 
to forty-two days. If obstruction should 
occur while the tube is still in situ, it 
can be removed through a small incision 
in the duodenum. The author never 
uses a T-shaped tube in the common 
duct owing to the danger of injury to 
the common duct during its removal. 


Enterogenous Cysts of the Ileo-Caecal 
Region. 

S. A. Rosenspure (Annals of Surgery, 
June, 1944) comments on the etiology, 
symptoms and treatment of entero- 
genous cysts at the ileo-caecal junction. 
The cause of these cysts is still a 
matter of conjecture. Suggestions have 
been made that they are the result of 
the growth of sequestrated portions of 
the epithelial lining of the alimentary 
canal. Others believe that they may 
be due to remnants of the vitelline 
duct. It has been suggested that they 
may be allied to diverticula of the 
alimentary canal, being a further stage 
of the same process, in which the 
diverticulum has been cut off from the 
lumen of the bowel. It should be 
emphasized that the walls of these cysts 
usually contain muscular, submucous 
and mucous layers. The diagnosis is 
often difficult. In those seen at the 
ileo-caecal region, symptoms commonly 
occur in infancy or early adult life. 
They occur oftener in females than in 
males. The symptoms are due in most 
cases to pain caused by distension of 
the cyst, to intestinal obstruction or 
occasionally to bleeding into the cyst 
from erosion of a _ vessel. Physical 
examination will reveal a tense globular 
swelling in the right iliac fossa which 


must be distinguished from an 
appendiceal abscess, intussusception, 
caecal granuloma, regional ileitis and 


possibly twisted ovarian cyst. The 
mass is usually very tender and quite 
mobile. The patient when first seen 
is usually suffering from -an acute 
abdominal condition, and operation is 
commonly performed as an emergency 
measure. Treatment may be along 
several lines. Intestinal resection and 
anastomosis may be considered. But 
the patient is ill, and probably suffering 
from intestinal obstruction, and so is 
“a poor risk” for such a procedure. 
The mortality is high, too high in what 
is really a benign condition. Enuclea- 
tion of the cyst has been attempted. 
But it is found that the cyst is an 
integral part of the bowel wall, and 














there is grave danger of opening into 
the bowel at some point. Simple 
evacuation of the cyst or its partial 
resection will probably result in refilling 
with a recurrence of symptoms. The 
author suggests that the best treat- 
ment is marsupialization of the cyst. 
The cyst is emptied, fixed to the 
peritoneum and fascia, the abdominal 
wall is closed loosely round it and the 
cavity packed lightly with a strip of 
“Vaseline” gauze. The obstructing 
factor is thereby removed. A mucus- 
discharging fistula may persist. This 
may be treated by applying escharotics 
such as pure carbolic acid to its lining. 
It may then close spontaneously. If it 
fails to do so after a reasonable time, 
further operation may be performed on 
a patient not in an acutely ill 
condition. 


Peripheral Arterial Embolism. 


R. D. McCuure anp H. N. HOskKINs 
(Surgery, November, 1943) discuss 
recent advances in the treatment of 
peripheral arterial embolism. Ten cases 
of embolectomy or thrombectomy per- 
formed at the Henry Ford Hospital, 
Detroit, are described, and 690 
embolectomies reported in the litera- 
ture are reviewed. In low extremity 
embolism the authors favour early 
embolectomy (preferably within twelve 
hours), performed under local anezs- 
thesia and supplemented by lumbar 
sympathetic “Novocain” block, with the 
use of papaverine and heparin. Con- 
servative management is advised in 
most cases of upper limb embolism. 
Arteriectomy or amputation should be 
reserved for late or difficult cases. 


Exposure of Recurrent Laryngeal 

Nerves in Thyreoid Operations. 

F. H. Laney (Surgery, Gynecology 
and Obstetrics, March, 1944) discusses 
the routine exposure of the recurrent 
laryngeal nerves during thyreoidectomy 
as a means of preventing injury to 
them. The effects on speech and 
respiration of unilateral and bilateral 
injuries and the ineffective results from 
attempted repair of divided nerves are 
described. At the Lahey Clinic the 
nerves are exposed in practically every 
thyreoid operation, including operations 
for recurrent and intrathoracic goitre 
and for carcinoma. It is claimed that, 
contrary to prevalent opinion, the 
recurrent laryngeal nerve withstands 
dissection, handling, benign tumour 
pressure, and even at times inclusion 
in a malignant growth without 
functional impairment. The major 
anatomical variations observed in the 
recurrent laryngeal nerve are described, 
and are related chiefly to whether the 
nerve descends into the thorax. The 
inferior thyreoid artery must be 
demonstrated from its emergence from 
behind the carotid sheath to its entry 
into the thyreoid gland, as the nerve 
may lie in front of the artery, although 
more commonly it will be situated 
behind the vessel. As it emerges from 
the thorax the nerve runs upwards and 
inwards to pass behind or in front of 
the inferior thyreoid artery. If there 
is an intrathoracic goitre or an adenoma 
of the lower pole, the nerve will prob- 
ably be found pushed against the 
trachea and flattened. Otherwise it is 
usually of greater thickness than 
generally believed, and can readily be 
palpated when a finger is inserted in 
the region below the inferior thyreoid 
artery, and the tissues are pushed 
medially against the side of the trachea. 
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If the nerve cannot be demonstrated in 
its more normal position, as described, 
it is important to make a search in 
the region of the upper pole for 
a possible anomalous, non-descending 
type of nerve, as this can be injured in 
ligating the superior thyreoid artery. 
The “non-descending” type may some- 
times descend as far as the inferior 
thyreoid artery. In addition to the 
non-descending type, there is a 
variation in the direction of extra- 
laryngeal division of the nerve into its 
adductor and abductor fibres. The 
three most important principles in the 
demonstration of the recurrent laryn- 
geal nerves are adequate exposure, a 
dry field and a good light. Lahey 
divides the infrahyoid muscles in 
practically all cases. 


Varicose Veins in Army 
Personnel. 


A. S. Wurrs, J. J. HABERER AND S. 
GENDEL (The American Journal of 
Surgery, January, 1944) discuss the 
management of varicose veins as occur- 
ring in the army. Great care must be 
exercised to select cases suitable for 
surgical treatment. The psycho- 
neurotic soldier should be _ rigidly 
excluded, as treatment of his veins will 
not render him fit to resume full duties. 
Care must be taken to ascertain that 
symptoms associated with varicose 
veins are really due to the veins and 
not to some other orthopedic con- 
dition. Examination should be made 
for evidence of associated peripheral 
vascular lesions which may be the 
cause of the aching and pain. The 
condition of such patients may be 
improved by attention to their varicose 
veins, but not sufficiently to allow of 
return to full duty, and so they will 
be rejected for army treatment. There 
is another type in which the general 
muscular development and habitus are 
not equal to the demands of service 
conditions, and in which these factors, 
rather than the varicose veins, are the 
basis of symptoms. These patients, too, 
will not be suitable for treatment of 
veins. When a patient has been 
classified as suitable, the surgical treat- 
ment must be planned. The deficiency 
of the valves at the saphenous opening 
should be demonstrated, but in addition, 
any large perforating branches which 
connect the superficial venous system 
with the deep should be looked for. 
The author describes a method of 
locating such branches by the use of 
tourniquets applied at varying levels. 
The surgical technique is described. A 
complete dissection of the upper part 
of the great saphenous vein and its 
tributaries is made, and excision is per- 
formed. Any incompetent perforating 
branches which have been recognized 
by the tourniquet test are exposed and 
ligated. Where necessary, the small 
saphenous vein is also ligated in the 
upper third of the leg. No injection of 
sclerosing fluid is made at the time. 
The wounds are closed and covered with 
dry dressing, and the leg is bandaged 
from the toes to the groin. Walking 
is commenced on the day of operation. 
Some two to three weeks later the 
patient returns to be tested for 
sensitivity to sodium morrhuate solu- 
tion, and if this is not present, a course 
of injections is begun. The authors 
Particularly stress the importance of 
dealing surgically with the incompetent 
perforating veins. They consider that 
such veins are present in almost 50% 








of cases, and that neglect to ligate 
them will lead to recanalization in 
many cases. 


Popliteal Aneurysm. 


G. L. Keynes anp M. P. Moret (The 
British Journal of Surgery, October, 
1943) report a case of popliteal 
aneurysm in a male of fifty-five years, 
and discuss the condition briefly. Their 
patient, whose response to the Wasser- 
mann and Kahn tests was negative, 
but who gave a history of Neisserian 
infection in 1917, had suffered mild 
pains and cramps in the right leg 
for some years before an attack of 
sudden excruciating pain in the right 
leg and foot. The foot became cold and 
pale and continuously painful. He was 
admitted to hospital eleven hours after 
the onset of these symptoms of 
vascular occlusion. The right foot was 
cold and pale. No pulsation in the 
dorsalis pedis or posterior tibial arteries 
could be felt in either foot. Occupying 
the popliteal fossa was a hard, pulse- 
less, silent swelling. The systolic blood 
pressure was 150 and the diastolic 
pressure 90 millimetres of mercury. A 
diagnosis of popliteal aneurysm with 
either thrombosis or rupture was made. 
Under spinal anesthesia a thrombosed 
aneurysm was found, and the lower 
part was excised. The upper part 
extended through the opening in the 
adductor magnus into the adductor 
canal. The wound was closed and the 
limb kept cold with ice-bags slung from 
a cradle. Gangrene of the foot ensued, 
and amputation through the femur was 
necessary. The pathologist reported 
that the appearance of the specimen 
indicated an atheromatous change, 
there being no suggestion of a luetic 
basis. The authors quote Mills and 
Horton’s findings that in a series of 596 
cases, syphilis was present in less than 
10% of patients with an extrathoracic 
aneurysm. In the time of Hunter, 
hemorrhage and gangrene were so 
much feared that amputation for 
popliteal aneurysm was frequent, but 
in one series of 42 cases of Hunterian 
ligation recorded in the antiseptic 
period there was a recovery rate of 
87%. The special danger of popliteal 
aneurysm may spring from the liability 
of flexion of the knee to detach clot 
from the aneurysmal wall, leading to 
embolism at the bifurcation of the 
popliteal artery. Spontaneous cure by 
gradual thrombosis is rare; more often 
sudden thrombosis takes place and is 
followed by gangrene of the limb. 

j 

The Atiology, Prophylaxis and 

Treatment of Cholecystitis and 

Cholelithiasis. 


L. S. P. Davipson (Edinburgh Medical 
Journal, April, 1944) discusses the 
stiology, prophylaxis and treatment of 
cholecystitis and cholelithiasis. In con- 
sidering first the physiology of the 
biliary system, he lays stress on the 
importance of the bile salts in view of 
both their choleretic effect and their 
action in holding cholesterol in solu- 
tion. It has been shown that if the 
bile salts are removed from bile by 
dialysis with water, precipitation of 
cholesterol occurs. The author points 
out that little is known about the 
origin and function of cholesterol, 
despite a mass of investigation. The 
large amount of this substance present 
in the majority of gall-stones has led 
many physicians to recommend a diet 
low in cholesterol as a measure to pre- 








vent the formation of gall-stones. The 
author, however, holds the view that 
biliary cholesterol is mainly of endo- 
genous origin, and that, at any rate, as 
regards any demonstrable influence on 
the cholesterol content of the bile, 
ingested cholesterol is without effect. 
Experimental work in support of this 
view is quoted. Reference is made to 
the fact that the gall-bladder, in 
addition to having the power to con- 
centrate bile, also reduces its alkalinity, 
thus lowering the tendency to pre- 
cipitation of calcium carbonate. In con- 
sidering the etiology of cholelithiasis, 
the author devotes some space to the 
place of hypercholesterolemia, and 
states that there is no evidence of an 
increased tendency to gall-stones in 
diseases suck as nephrosis, in which 
an intense hypercholesterolemia is 
present. He considers that there is no 
proof that the formation of gall-stones 
is due to a general metabolic defect 
in cholesterol metabolism. Important 
factors are infection, stasis and altera- 
tion in the physico-chemical con- 
stitution of the bile. In considering the 
prophylaxis of cholecystitis and chole- 
lithiasis, the author advises that biliary 
drainage should be encouraged by 
seeing that fat in a suitable form is 
taken in the diet. Exercise and the 
avoidance of obesity are recommended. 


Benign Tumours of the Stomach. 


E. B. Dewey (The American Journal 
of Surgery, August, 1944) discusses 
non-malignant tumours of the stomach 
and reports five cases from the files 
of the Huntington Memorial Hospital, 
Pasadena, California, this being the 
total number of such cases seen at this 
hospital over a period of twenty years. 
All forms are rare, but of those which 
do occur, the most common type is 
the leiomyoma, next coming adenomata 
and papillomata, and the rarest being 
the neurofibromata and hemangiomata. 
Little is known of the etiology, but the 
adenomatous polypi appear to be much 
more common in stomachs which are 
the site of atrophic gastritis than in 
normal stomachs. Ulceration of the 
surface of these tumours tends to occur 
and may penetrate deeply. Malignant 
changes are commonly seen. Symp- 
toms are variable and depend on the 
site and size of the tumour, the 
presence of ulceration or atrophic 
gastritis, and whether the tumour is 
sessile or pedunculated. If the tumour 
is pedunculated it may slip into or 
through the pyloric canal. Most of the 
patients complain of some form of 
dyspepsia. Bleeding may give rise to 
hematemesis or melena, or in cases in 
which it is small in amount and con- 
stant, to a chronic anzemia of obscure 
origin. X-ray examination and gastros- 
copy may be helpful in diagnosis. The 
tumour is rarely palpable clinically. 
Even at operation it may be difficult 
to decide whether a tumour is simple 
or malignant, as ulceration may give 
rise to an inflammatory lymphadenitis 
which may be confused with malignant 
metastasis. Conversely, an apparently 
simple tumour may have already 
metastasized. Surgical treatment 
depends on the location and size of 
the tumour. Local excision may be 
adequate, but on account of the danger 
of malignant changes, some writers 
prefer a more radical excision. Of the 
five tumours in this series, four were 
leiomyomata, two of which had under- 
gone malignant change. The other 
tumour was a benign papilloma. 
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SCIENTIFIC. 





A MEETING of the New South Wales Branch of the British 
Medical Association was held on August 31, 1944, at the 
Robert H. Todd Assembly Hall, British Medical Association 
House, 135, Macquarie Street, Sydney, Dr. G. C. WILLCOcKs, 
the President, in the chair. 


Fatigue. 
Dr. F. A. E. Lawes read a paper entitled “Fatigue” (see 
page 501). 
Dr. Bast. WILLIAMS read a paper entitled “Fatigue” (see 
page 504). 


FLIGHT-LIEUTENANT J. N. Sevier said that the subject of 
fatigue had been fairly comprehensively covered. He then 
discussed fatigue in flying personnel. He said that air crew 
personnel were a fairly limited category of humanity; their 
age averaged between twenty and thirty-five years, and they 
were in general a fit, healthy and comparatively intelligent 
body of men. The mean intelligence of the average air crew 
personnel was slightly higher than that of an average cross- 
section of the patients comprising a general practitioner’s 
practice. The investigation of fatigue in flying personnel 
had to be along psychological lines, and control experiments 
were hard to carry out. The fatigue observed was quite 
out of proportion to the physical and mental effort involved 
in flying. It fell into two categories, acute fatigue and 
chronic fatigue. An attempt was made to give all flying 
personnel an insight into the fatigue that they would 
develop, together with a knowledge of the signs and symp- 
toms, so that they would be able to guard against fatigue 
and take some action if it did develop. Fatigue was due to 
the effort personnel had to make to adjust themselves 
mentally and physically to their arduous environment. The 
danger it brought about was really along the lines of a 
mental conflict. Air crew personnel realized that fatigue 
was developing in themselves, and the desire arose in them 
to get away from it all and return to their home environ- 
ment, to the places and people they knew, and to do a job 
they liked doing. On the other hand, they had their sense 
of duty and patriotism, their ideals, their loyalty; they also 
knew that their mates were doing the job, and they did not 
want to be first to give in. That was the conflict which 
developed, and that was why an attempt was made to give 
them an insight into what might occur before fatigue 
developed. Flight-Lieutenant Sevier said that Dr. Lawes 
and Dr. Williams had mentioned the importance of training. 
From the air force point of view the same had been found. 
The less well-trained pilot became fatigued more quickly 
than the well-trained pilot. In the long run even the well- 
trained pilot would become fatigued. Fatigue most often 
developed on the return flight from an air operation; 
reaction set in, there was a feeling of anti-climax, and 
fatigue might supervene. It was essential for air crew 
personnel to guard against it, because the landing had to be 
made; fatigue was the reason why many incidents occurred 
on landing. Another important aspect of fatigue was the 
question of fear. In flying, suspense and emotional tension 
played a large part. When a crew received their orders 
they had to wait for the “take off”, and the excitement and 
emotional tension had to be experienced to be believed. 
Once the air crew left the ground and were air-borne, their 
efficiency tended to drop. It had been shown in the young 
infant that one of the reactions that would call forth fear 
was the feeling of being suspended in space. The same 
observation applied to air crews in the air. A pilot’s con- 
fidence was not so much in his aeroplane as in himself, 
and when he was a passenger in another aeroplane he 
experienced some fear. In this respect he resembled an 
experienced motor-car driver riding as a passenger in 
another motor-car. Such apprehension played a large part 
in the development of fatigue in air crew personnel. Flight- 
Lieutenant Sevier then referred to Dr. Lawes’s remarks 
about diet. He said that adequate diet and adequate 
nutrition played a large part in guarding against fatigue. In 
the air force it had been found a big problem. Filight- 
Lieutenant Sevier thought that the present air force diet 
was as adequate as possible in the circumstances. They had 
tried to make their personnel “diet conscious”. He thought 
that airmen, airwomen and army personnel, on their dis- 
charge from the services, would not be likely to go back to 
their former habits of eating heavy lunches consisting of 
grills and stews et cetera and try to do an afternoon’s work 





afterwards; they had learnt to eat salads for lunch, and 
they knew far more about food and food values than they 
did before the war. In the northern operational areas the 
men had become more “vitamin conscious” than before. 
Flight-Lieutenant Sevier said that they had tried not to 
make the men “pill conscious”, but they had shown them 
the importance of an adequate diet. Along with their 
vitamin pills they received salt pills. Salt certainly made a 
difference in physical and mental well-being. Some well- 
controlled work had been done on that subject; it had been 
proved that even in a mildly tropical climate the ingestion 
of extra salt had a good effect on the mental and physical 
welfare of troops working there. Many people in Sydney in 
his opinion would find their health benefited by the ingestion 
of extra salt in summertime. “After-lunch lethargy” 
responded to the taking of salt. About thirty grains per day 
extra should be taken with meals. Referring to alcohol in 
relation to flying and fatigue, Flight-Lieutenant Sevier said 
that the Americans had done more work on that subject, as 
they had had more alcohol. But when alcohol was available, 
it had been given to air crew personnel and had been found 
beneficial; it had a sedative effect. Occasionally air crew 
personnel, on returning from operations against the enemy, 
were given two ounces of whisky with good results. Flight- 
Lieutenant Sevier then discussed tropical fatigue (tropical 
neurasthenia). He said that it was a blessed term; a 
number of air force medical officers had studied the question 
and had come to the conclusion that tropical fatigue per se 
was not a disease entity. Actually the tropical part of the 
term had nothing to do with the subject under discussion. 
Fatigue would develop anywhere if it was going to develop; 
the other factors associated with the development of fatigue 
caused it to occur. Monotony, boredom, lack of enthusiasm 
which arose, those were responsible for tropical fatigue. A 
word much used in the present war in northern areas was 
“troppo”. Flight-Lieutenant Sevier said that the person who 
invented it did a great disservice to the community. If new 
arrivals did not feel “troppo” within a week, they thought 
that there was something wrong with them, and “reported 
sick”. It was hard to convince them that it was not neces- 
sary to be “troppo”. Flight-Lieutenant Sevier then said 
that, in addition to the use of salt, the value of alcohol and 
the importance of vitamins and an adequate diet, some 
work had been done on benzedrine also. Dr. Lawes did not 
think it had much place in the treatment of chronic 
fatigue. Flight-Lieutenant Sevier agreed with this opinion 
in regard to the general population; but he said that when 
fatigue developed in air crew personnel, the men responded 
well to small doses of benzedrine. However, benzedrine was 
a pressor drug, and it could not be given to anyone 
harbouring latent malaria. It caused splenic contraction, 
and if it was given to anyone harbouring malaria parasites, 
it provoked a flare-up of the malaria. But benzedrine was 
extremely helpful. If it was given in small doses and fairly 
frequently, it gave the men more energy, so that they felt 
like taking some exercise, and that was one of the essentials 
in the tropics. By it their appetite was increased and they 
went to bed healthily tiréd and so had a good night's sleep. 
Those considerations outweighed many of the disadvantages 
of benzedrine. Very few toxic effects had been noted— 
palpitation and insomnia were the most important—but 
when benzedrine was given judiciously there were no bad 
results. Flight-Lieutenant Sevier then referred to diversional 
therapy. He said that if the men’s minds could be taken off 
their jobs when they were not supposed to be working at 
them, and if they were given sport and relaxation, good 
results would be obtained. In conclusion, Flight-Lieutenant 
Sevier quoted a remark made by an allied pilot on 
Guadalcanal, who knew nothing about the physiology of 
fatigue, as to how fatigue affected him. He said: “When 
you get really fatigued, you get careless and don’t give a 
damn whether they shoot you down or not.” 


Proressor W.S. Dawson said that, as the only psychiatrist 
present, he felt it incumbent on him to make a few remarks. 
All the speakers had fairly quickly mentioned the personal 
factor in the question of fatigue. It seemed to him that in 
the mass action of modern industry it became of increasing 
importance to think in terms of individuals and to 
recognize shortcomings in those subjects who became 
fatigued. Professor Dawson had been struck by some 
remarks made by Air-Commodore Symonds, which had been 
published in the British Medical Journal, on the subject of 
flying stress. Air-Commodore Symonds had come to the 
conclusion (which might almost have been anticipated) 
that the subjects of flying stress fell into three categories, 
those who “cracked up” in the face of hardly any undue 
stress, a middle group who presented psychological factors 
of worry, domestic and other types of emotional stress, and 
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a third group who presented a good background, but who’ 
had been exposed to exceptional flying stress, including the 
hazards of war. It seemed to Professor Dawson that many 
of the problems of fatigue depended on the same sort of 
basis in that practitioners had to deal with subjects with 
varying capacities to withstand the hardships of military 
service or even of ordinary life. If clinical methods were 
used, including an adequate history, such an insight into 
the subject’s make-up would be obtained that it would be 
possible to place him in a more suitable occupation, and 
that was an important point in treatment. With regard to 
the education of the medical student in such matters, 
Professor Dawson said that the Royal College of Physicians 
of London had recently made some ambitious and even 
revolutionary suggestions with regard to education, and 
instruction in the social aspects of medicine had received due 
notice. Professor Dawson thought that reform would come 
by a process of gradual development; in fact, to carry out 
Dr. Williams’s scheme would really involve something like 
a fifty years’ plan. Amongst those who had come before 
him at a large military depot, Professor Dawson found 
that almost a lifelong inadequacy or failure to stand up to 
even the ordinary experiences of life was present. These 
men were sent for examination because of varying degrees 
of inefficiency, and the outstanding observation was the 
inability to “take it” and even to pursue their normal 
training. Fatigue was a prominent symptom. As medical 
education improved, and instruction in psychology became 
more extensive (which he would fully endorse), and as 
they learned to recognize the type of subject and his capacity 
to meet with stresses, so they would be able to arrange for 
his more suitable adjustment in life according to his limita- 
tions. That would help to solve the problem of fatigue in 
industry and in other activities of the community. 


Dr. E. H. Stokes said that he quite agreed that the 
psychological causes of fatigue were paramount, but he 
thought that Dr. Lawes had stressed three important 
physical conditions—pulmonary tuberculosis, the anzmias 
and hypothyreoidism or myxedema. Of those three con- 
ditions one met quite a number of examples. Pulmonary 
tuberculosis was the most likely to be missed; its onset 
was insidious and physical signs were often insignificant. 
If it was recognized in the early stages, adequate therapy 
could be instituted. Myxcedema was often missed, and the 
results of treatment were frequently dramatic. In the 
anemias adequate treatment would also produce dramatic 
results. Dr. Stokes also pointed out that in states of fatigue 
glucose was useful; many such subjects gave a low glucose 
tolerance curve. In conclusion, Dr. Stokes expressed his 
thanks to the speakers. 


Dr. L. J. A. Parr also expressed his appreciation of the 
papers. He said that Dr. Williams had covered so many 
fields that few were left. However, an important point had 
been raised by Colonel Dill in The Journal of Laboratory 
and Clinical Medicine. Dill and his co-workers had found 
that the capacity to use oxygen was important in men. 
For example, Don Lash, the long-distance runner, could 
supply 5-3 litres of oxygen per minute to his system, while 
a normal man supplied half that quantity. Lash’s long- 
distance running ability thus depended on his ability to 
supply oxygen to his system. The same workers took a 
group of men, who before being trained had a capacity of 
30 litres of oxygen per minute; after training the capacity 
increased to 3°5 litres per minute. This represented an 
increase in the capacity to use energy aerobically. By 
physical training, a man could increase his blood lactate 
content to twice that of an untrained person. Thus the 
capacity for anaerobic utilization of energy increased. 
Another important point was brought out in the case of the 
“sprinter”. The “sprinter” used energy differently from the 
long-distance runner; at the end of the race his blood 
Sugar level was frequently 150 to 200 milligrammes per 
centum, and his blood lactate often fifteen times the normal 
level. When a Marathon runner was examined after running 
five or six miles, the blood sugar level was 50 to 60 milli- 
grammes per centum and the blood lactate level 15 to 20 
milligrammes per centum. This was interpreted as meaning 
that the “sprinter” used his energy anaerobically, and that 
was why his blood lactate level rose to such a high figure. 
At the end of a sprint he inhaled oxygen at terrific speed, 
and the level rapidly reverted to normal. The long-distance 
runner used his energy aerobically, and his low blood sugar 
level at the end of a race seemed to indicate that he had used 
all his blood sugar and was drawing on his fat to obtain 
energy. Apparently, by training, a man could increase the 
<apacity of his lungs to take in oxygen and also the quantity 
of his blood lactate. Referring to sepsis as a cause of 
fatigue, Dr. Parr said that it was well known that focal 











sepsis lowered the glucose tolerance. The subject might 
present no evidence of diabetes. However, removal of the 
septic focus caused the blood sugar level to revert to 
normal. The “sprinter” had a high blood sugar level at the 
end of the sprint and a high blood sugar level was present 
in chronic septic absorption; that might be one of the 
reasons why the subject suffered from fatigue. Dr. Parr 
further said that it was known how fear acted in the body 
by stimulating the suprarenals. If fear was acting con- 
stantly, the result might be overaction of the suprarenals 
and depletion of liver and muscle glycogen; thus they 
returned again to the position of the Marathon runner, 
whose blood sugar was depleted. The man subject to chronic 
fear was in the same physiological condition. Dr. Parr went 
on to say that another worker who noticed fatigue in men 
gave to some intravenous injections of ten milligrammes of 
benzedrine, to others injections of ephedrine and to others 
again caffeine. The most effective of the three in lessening 
fatigue was caffeine. In a person who had done sufficient 
work to induce fatigue, benzedrine and ephedrine failed to 
reduce the length of time required for recovery, whereas 
caffeine did so remarkably. Dr. Parr then spoke of men in 
the Libyan campaign; most of them said that their fatigue 
was relieved most satisfactorily by strong cups of tea. 
Referring to general practitioners and their knowledge of 
the tiredness in the community, Dr. Parr said that in his 
twenty years’ experience he had found that most women who 
consulted him for tiredness and general nervous conditions 
were not those who had big families, but those who had 
had only one or two children or even none at all. Those 
with big families generally consulted him about the children. 
Perhaps one explanation might be that the pituitary 
increased in size with each pregnancy, resulting in a 
permanent increase proportional to the number of preg- 
nancies, and this might enable women with large families 
to endure fatigue and to lead a much more normal life than 
others. 


Dr. W. L. CaLov said that the subject was an appropriate 
one at that stage of the evening. It was largely to prove 
that he was still capable of overcoming a certain amount 
of fatigue that he rose to his feet. Dr. Lawes had introduced 
the subject of athletics. Dr. Calov said that it was seldom 
that a “sprinter” repeated in the finals the excellence of 
his performance in the heat. The reason in his opinion 
was not so much physical fatigue as mental fatigue. In the 
heat the “sprinter” was “keyed up”, and he literally flew 
and threw off a certain amount of energy. Then in the 
final he found that he could not rise to that psychological 
height. J. E. Lovelock, a doctor and a great mile runner, 
said that he was unable to do his best more than once 
a year, and he thought that the same was true of other 
long-distance runners. Lovelock used to train with the 
object of approaching the world’s record once a year, and 
he succeeded on one or two occasions. Dr. Williams had 
mentioned music, or rather the radio, as a prophylactic 
against fatigue. Dr. Calov said that some years earlier he 
had read an article by an American surgeon who had 
installed radios in his hospital, even in the operating 
theatre. Dr. Calov was able to envisage the orthopedic 
surgeon contemplating a pair of misshapen feet on which 
he was to perform plastic procedures to the tune of 
“Underneath the Arches” or “How’s Your Poor Old Feet?”; 
the radiologist, too, who specialized in thoracic work, might 
listen as he went about his duties to the strains of “I’m 
Always on the Outside, on the Outside Always Looking in”. 
Dr. Parr had referred to the low blood sugar level of long- 
distance runners. Dr. Calov thought that there was an 
easier explanation than the one Dr. Parr had offered. No 
doubt many of those present had during hot week-ends 
pushed the lawn-mower, and after an hour or so had found 
that they were clammy and tremulous. They then took a 
drink of beer, if it was available, or a sweet orange drink, 
and soon felt better; their blood sugar content was 
replenished. But the excitement of a game stimulated the 
adrenals and increased the sugar level in the blood and so 
prevented the hypoglycemic symptoms. The same applied 
to the “sprinter”, who was “keyed up” and excited before the 
race, and sugar was pouring into his blood. The Marathon 
runner felt excited before the start of his race, and his 
blood sugar level was high then, but became depleted as 
the race progressed. Flight-Lieutenant Sevier had referred 
to “troppo” and fatigue in the tropics. Dr. Calov said 


that he agreed entirely that there was no such thing as 
tropical neurasthenia and tropical fatigue; he spoke from 
the experience of some years’ residence in the tropics. Many 
factors other than the tropical climate were at work. How- 
ever, Dr. Calov did think that one’s mental faculties became 
slower in hot climates. Man was capable of more creative 
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thought and hard mental work in cold climates than in hot 
climates. Dr. Calov himself found his mental processes 
better in winter than in summer. 

Dr. M. A. Scuauit said that he had been greatly interested 
in the papers. He referred to the question of blood pressure. 
He said that he thought the blood pressure had much to do 
with fatigue. People with high blood pressure, as long as 
it was not excessive, were not so prone to fatigue as those 
with low blood pressure. The fear factor had a great deal 
to do with fatigue; by the outpouring of adrenaline into 
the circulation energy was stimulated. In cases of high 
blood pressure this factor was more efficient than in those 
of low blood pressure. Dr. Schalit wondered whether others 
among those present had had the same experience with high 
and low blood pressure. 

Dr. Lawes, in reply, thanked those who had taken part 
in the discussion. He said that he agreed with Flight- 
Lieutenant Sevier’s remarks on the subject of alcohol, and 
he was also in agreement with what Dr. Calov had said 
about the slowing of mental processes in hot climates. Dr. 
Lawes said that he had listened with pleasure to what 
Professor Dawson had said; he had been a little nervous 
of what he might have said about psychological matters, and 
had expected to be somewhat severely dealt with. Dr. Lawes 
endorsed Dr. Stokes’s remarks about the value of glucose, 
and said that it was especially good for very active children. 
Dr. Lawes had been interested in Dr. Parr’s remarks about 
sepsis, but he was not sure that he agreed with his views 
on the use of stimulants; it was too easy to give a 
stimulant, and was like treating symptoms and not finding 
the cause. In reply to Dr. Schalit, Dr. Lawes said that he 
had made no special observations on high and low blood 
pressure in relation to fatigue, but he intended to follow 
up that line of investigation. 

Dr. Williams, referring to the value of sodium chloride 
in the prevention of fatigue, instanced fireman’s cramp. He 
said that during a voyage to England on a ship he had 
read of the use of salt, and in hot climates had tried it 
himself and given it to the seamen when passing through 
the Red Sea, with dramatic and surprising results. He 
found that his own mental efficiency was greatly improved 
by it, and this applied to all people living in the hot inland 
summer climate, especially to engineers working in hot 
iron buildings against engines where the shade temperature 
exceeded 140° F 

Dr. Willcocks, from the chair, thanked the speakers and 
those who had joined in the discussion. The dissertation on 
fatigue had served to show how divergent were views about 
it. On the subject of blood pressure in relation to fatigue, 
Dr. Willcocks said that a good paper had been written some 
time previously on flying stress; it had been found that as 
a rule in flying stress the pulse pressure was increased. In 
the presence of low blood pressure fatigue was as a rule 
obvious earlier, particularly chronic fatigue. Actual 
observation had shown that the pulse pressure was increased 
in chronic fatigue. With regard to the part played by fear 
in the causation of fatigue, Dr. Willcocks said that Cannon 
had described it in about 1916, and Dr. C. H. Kellaway had 
done a lot of work on it in 1919. On the question of oxygen, 
Dr. Willcocks said that it was well known that in chronic 
fatigue the vital capacity was diminished; the more oxygen 
a person could take in, the less fatigued he became, and 
conversely, the more fatigued he became, the less oxygen 
he could take in. Hindus had a means of treating fatigue 
by auto-suggestion; they caused the subject to inhale deeply 
and to say: “I inhale confidence.” Dr. Willcocks thought 
that there might be something in the method. Referring to 
the effect of the tropics on fatigue, Dr. Willcocks said that 
he had been rather surprised to hear that the tropics were 
not supposed to induce fatigue, because of the humidity 
in the atmosphere. He referred to Haldane’s experiments in 
a bell jar; the more moisture there was in the bell jar, the 
less work the subject in the jar was able to perform. In 
conclusion, Dr. Willcocks said that the subject was so 
enormous that new aspects could be introduced all the 


evening. 





NOTICE. 





Tue following notice has been received from the Honorary 
Secretary of the Victorian Branch of the British Medical 
Association. 

The Deputy Director of Rationing (Victoria) has requested 
that members of the Association be informed as follows: 

No special issue of coupons is, in general, issued to persons 
for the purpose of procuring extra clothing prior to entering 





hospital, it being considered that a family’s ration books 
should meet any additional calls. 

In exceptional cases, however, the Rationing Commission 
is prepared to consider representations for additional coupons 
required for hospital purposes. 

A belief, which is apparently growing, that every hospital 
patient is entitled to additional clothing coupons, is not 
correct. 





Tue General Secretary of the Federal Council of the 
British Medical Association in Australia has announced that 
the following medical practitioners have been released from 
full-time duty with His Majesty’s Forces and have resumed 
civil practice as from the dates mentioned: 

Dr. Derby B. Loudon, 231, Macquarie Street, Sydney 
(October, 1944). 

Dr. Noel Rau, Bay and England Streets, Brighton-le- 
Sands (July 24, 1944). 

Dr. A. D. Atkinson, 116, Wellington Street, St. Kilda, 
8.2, Victoria (July, 1944). 

Dr. C. B. Berryman, 193, Liebig Street, Warrnambool, 
Victoria (August 7, 1944). 

Dr. George E. Foreman, 378, Gleneira Road, Caulfield, 
S.E.8 (October 23, 1944). 

Dr. Donald Pryde, 1532, High Street, East Malvern, 
S.E.6, Victoria (June 1, 1944). 

Dr. Alexander Taylor, 531, St. George’s Road, Thornbury, 
N.17, Victoria (June 24, 1944). 





Tue Section of Preventive Medicine of the Victorian 
Branch of the British Medical Association will hold a meeting 
at the Royal Australasian College of Surgeons, Spring 
Street, Melbourne, on Wednesday, November 15, 1944, at 8.15 
p.m. The meeting will take the form of a symposium on 
alcohol, the speakers being Dr. F. H. Shaw (Lecturer in 
Pharmacology, Department of Physiology, University of 
Melbourne), Professor P. MacCallum (Professor of Pathology, 
University of Melbourne), Dr. J. K. Adey (Medical 
Superintendent, Royal Park Mental Hospital), and Dr. Guy 
Springthorpe. All members of the Branch are invited. 





Correspondence, 





CANCER OF THE CERVIX UTERI. 





Sm: For the further information of those who have to 
advise sufferers from this disease, we beg space to reply 
to the comments made by Dr. Harold J. Ham in your issue 
of October 21 on our five and ten year statistics published 
in the issue of October 7. 

1. Our five and below ten year cures represent the cases 
seen or treated in the years 1930-1937, and our ten and under 
twenty year cures the cases seen or treated in the years 
1930-1932. The volume of work in our clinic is quite 
respectable as compared with the sixteen world clinics 
which averaged about 565 five year cases each. We were 
able to present 258 since 1930, and many of the clinics 
represented in the aggregate figures started to collect their 
five year cases long before that year. Dr. Ham’s own radio- 
logical Alma Mater, the Christie Hospital and Holt Radium 
Institute, could only present 205 five year survival cases 
(and 42 of these were housed in other municipal and volun- 
tary hospitals in and around Manchester) in their report 
compiled in 1939, and as Dr. Ralston Paterson admitted when 
in Australia, had not as yet published their ten year figures. 

From Dr. Ham’s comment on the division of work at the 
Royal Prince Alfred Hospital it is quite evident that he 
does not understand the words absolute and relative 
statisti¢s as used by cancer workers. Absolute statistics 
means that every case seen, whether treated or not, must be 
‘ecorded. This prevents selection of cases, a charge that 
was laid against the famous Regaud in his clinic’s early 
reports. 

The statistics presented by our clinic are absolute and 
include all cases seen. No opportunity was given us to 

‘lect the cases admitted under our care, so we feel justified 
in drawing conclusions from the two series of absolute 

atistics recorded in Table I. We await expectantly the 
publication of absolute statistics by the local radio- 

herapeutists, no matter in what clinic they have carried 
ut their work. 
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2. Dr. Ham's comments upon the histological examination 
of removed previously irradiated tissues are extraordinary. 
Surely he would not advise throwing away positive evidence 
of even the early results of irradiation. We have scientifically 
demonstrated that radium destroys the growth locally in 
47% of our cases and have gained much knowledge about 
radio-resistant growths. How those using radiation 
extensively can venture an opinion as to what effect radium 
has on the tissues after two or three months without 
removing the organs for histological evidence is a mystery 
to us. But to reply to his specific criticisms we state that 
the ideal time for surgery is five weeks ter radium 
application, but we did not say that all cases were operated 
upon at this surgically ideal interval. We have removed 
uteri up to eighteen months after the application of radium. 
In point of fact we have removed two uteri treated about 
six months previously by Dr. Ham himself. Although 
presumably the correct r method of dosage was used, both 
displayed locally spreading cancer. 

Furthermore, Dr. Ham reminds us that radium dosage 
should be expressed in the r unit, the physicist’s definition 
of which is somewhat abstruse. But he does not tell us the 
dose received in one hour at a distance of one centi- 
metre from a point source of one milligramme of radium 
element screened by 0°5 millimetre platinum is 8r + 10%. 
So let us not pretend to a scientific accuracy we do not 
possess. Plus or minus 10% is a handsome margin of error 
in stating dosage in r units. 

On the other hand, doctors with little knowledge of 
physics can appreciate the fact that radium, according to the 
quantity used and a given filtration of container placed in 
contact with or in juxtaposition to tissue for a stated 
number of hours, might be expected to have a more or less 
proportionate effect on a heterogeneous collection of bio- 
logical material like a cancerous cervix. 

Anyone with even a limited acquaintance with radiation 
therapy knows that two individuals with approximately 
similar lesions may react to the same fr dosage quite 
differently, and we as clinicians do not believe that a radia- 
tion of a particular type to secure a desired biological action 
at a definite site is yet possible. 

However, without discounting the help that a trained 
physicist can provide, we, as gynecologists, believe that 


physicists (and possibly radiotherapeutists) lack experience 


in vaginal and uterine manipulation and are without a 
thorough knowledge of morbid conditions in the pelvis and 
even of the normal range of mobility of the pelvic organs. 
We believe his knowledge of physics may easily be wrecked 
by this lack of pelvic clinical acumen. However, we are 
prepared to work with and accept the advice of the expert 
physicist in his own field. 

3. We still maintain and believe that many world renowned 
radiotherapeutists agree with us that radium has no 
curative effect on pelvic squamous and adeno-carcinomatous 
metastases in lymphatic glands. As Dr. Ham knows, we 
have removed in quite a number of cases lymphatic gland 
tissue which had been submitted over six months previously 
to full radiotherapeutic dosage and in all active spreading 
cancer was discovered on microscopic examination. 

All details cannot be recorded in so short a paper as ours, 
but for Dr. Ham’s information we now answer his question 
re results in our 20% gland involved cases. Twenty-five per 
centum of the gland involved cases were alive without 
recurrences five years after operation. The five year 
survival rate, however, was 29%. 

4. Re treatment by radium and X ray. We note that Dr. 
Ham constantly refers to survival but not cure rates. AS 
gynecologists we would like to pelvically examine some of 
the five year survival cases of the radiotherapeutists, for we 
know lumps tell more than the patient’s weight and 
appearance. We also note that he avoids referring to our 
comment that it will be interesting to see what happens to 
the cases treated by this method between the fifth and 
tenth year. It is common knowledge that some cases live 
even if not treated for four years or more. For his informa- 
tion we quote one of the few clinics which have published 
their ten year survival rates after radiotherapeutic treat- 
ment: 

McGill University, Montreal. 
Royal Victoria Hospital, 1943, Report, Page 31. 
Cancer of cervix since August, 1926 (951 cases applied for 
treatment)— 
Living after five years .. 110 or 31°7% (survival rate) 
Living after ten years 28 or 13°9% (survival rate) 


Our ten year figures show that we have 26% alive without 
an. sign of recurrence, so we can be forgiven for believing 








that more radiotherapeutically treated cases will perish 
between the fifth and the tenth year than those treated by 
radium and surgery. 

5. Table IV. Our suggestion that comparative figures 
between the two rival sc':0ls of treatment should be pre- 
sented after an honest exclusion of IV stage cases (which 
most agree are suitable only for palliative treatment) is 
constructive, and we would like from the radiotherapeutists 
more than words and the manipulation of facts published by 
their opponents. As we are firmly convinced that radium 
followed by surgery is the best form of treatment to ensure 
ten year cures, it is obvious that every case deemed operable 
will be surgically dealt with. It is for our colleagues prac- 
tising radiotherapy to substantiate their belief by the 
publication of their own results with their newer methods 
of radium application. Only by such action can the world 
debate as to the best method of treatment be settled. We 
await with the greatest impatience the published facts of 
those in our own country who do not believe in our method, 
more especially their ten year facts. 

In regard to Dr. Ham’s reference to fair-minded statistical 
assessment of all known methods of treatment, we claim 
that we could not be more fair-iminded than to present for 
publication and criticism facts known to us. We don’t wish 
to suppress facts known to others, but would take more 
notice of the local radiotherapeutists if they presented more 
facts and less words. 

All our case records are available for inspection in the 
gynecological department of Royal Prince Alfred Hospital, 
and those patients alive five to ten years after treatment 
may be examined by any accredited and interested doctor. 
pe would like a similar opportunity extended to us by our 
critics. 

Finally, we assure Dr. Ham that we are willing to 
cooperate with all cancer workers, as we are anxious to know 
the truth about the various methods used to combat this 
foul scourge of the human race, but let us have facts, not 
opinions. 

Yours, etc., 
HERBERT SCHLINK. 
CLEMENT CHAPMAN. 
Sydney, 
October 22, 1944. 
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NEW SOUTH WALES. 





THE undermentioned have been registered, pursuant to 
the Medical Practitioners Act, 1938-1939, of New South 
Wales, as duly qualified medical practitioners: 

Redshaw, Joan Margaret, M.B., B5S., 
Sydney), Sydney Hospital, Sydney. 
Rich, Beryl May, M.B., B.S., 1944 (Univ. Sydney), Royal 

Prince Alfred Hospital, Camperdown. 
Rogers, Richard Robsart, M.B., B.S., 1944 (Univ. 
Sydney), Royal North Shore Hospital, St. Leonards. 
Ruprecht, Ronald Herbert, M.B., BS., 1944 (Univ. 
Sydney), Perth General Hospital, Perth, Western 
Australia. 


1944 (Univ. 





Mbituary. 





CYRIL JAMES WEEDON. 





WE regret to announce the death of Dr. Cyril James 
Weedon, which occurred on October 30, 1944, at Clayfield, 
Queensland. 





HAROLD OCTAVIUS LETHBRIDGE. 





We regret to announce the death of Dr. Harold Octavius 
Lethbridge, which occurred on November 5, 1944, at Sydney. 





HERBERT JAMES BIRCHLEY. 





WE regret to announce the death of Dr. Herbert James 
Birchley, which occurred on November 2, 1944, at Brisbane. 
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Mominations and Elections. 


Tue undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association. 

Napthali, Maxwell Albert, M.B., BS., 1939 (Univ. 
Sydney), “V” Fiat, “Montague Gardens’, 80, 
Cambridge Street, Stanmore, Sydney. 

Armytage, Jean Edelsten, M.B., BS., 1935 (Univ. 
Sydney), M.R.A.C.P., 1944, 32a, Baneson Street, 
Epping. 

Bird, Eric Lioyd, M.B., 1942 (Univ. Sydney), 82, St. 
George’s Crescent, Drummoyne. 

Laver, Eric Geoffrey, M.B., B.S., 
36, Bancroft Avenue, Roseville. 

Mason-Johnson, Jean, M.B., B.S., 
35, Kent Road, Rose Bay. 

Ryan, John Patrick, M.B., BS., 
NX129617, Captain J. P. Ryan, 
General Hospital, Australia. 

Skinner, Rellee George, M.B., B.S., 1943 (Univ. Sydney), 
Chalmers Road and Elwin Street, Strathfield. 

Laing, John, M.B., B.S., 1942 (Univ. Sydney), 233, 
O'Sullivan Road, Bellevue Hill. 





1943 (Univ. Sydney), 
1941 (Univ. Sydney), 


1940 (Univ. Sydney), 
2/4 Australian 





The undermentioned have applied for election as members 
of the South Australian Branch of the British Medical 


Association: 


Anderson, Max Kimberley, M.B., BS., 1943 (Univ. 
Adelaide), Lochwinnach Road, Torrens Park. 
Archibald, Francis Callum, M.B., BS., 1944 (Univ. 


Adelaide), Royal Adelaide Hospital. 
Andrew, Hugh Graham, M.B., B.S., 1941 (Univ. Adelaide), 
134, Burnside Road, Burnside. 
Gordon, John Vivian, M.B., B.S., 
64 Australian Camp Hospital, 
Australia. 

Lewis, John Aylward, M.B., B.S., 
Royal Adelaide Hospital. 
Lampard, Dudley John, M.B., B.S., 1941 (Univ. Adelaide), 

20, Northgate Street, Unley Park. 


1942 (Univ. Adelaide), 
Loveday, South 


1944 (Univ. Adelaide), 


Norman, William Gowan, M.B., B.S., 1938 (Univ. 
Adelaide), 37, Fullarton Road, Mitcham. 

Richards, Norman Alfred, M.B., B.S., 1942 (Univ. 
Adelaide), Surgeon-Lieutenant N. A. Richards, 


Flinders Naval Depot, Victoria. 

White, Alan Hubert, M.B., B.S., 1921 (Univ. Adelaide), 
230, Napier Terrace, Unley Park. 

Anderson, Jack Sidney, M.B., B.S., 1944 (Univ. Adelaide), 
Royal Adelaide Hospital. 


The undermentioned have been elected as members of the 
South Australian Branch of the British Medical Association: 


Wilton, Alexander Cockburn, M.B., B.S., 1911 (Univ. 
Adelaide), Clarendon. 

Skipper, John Stark, M.B., B.S., 1944 (Univ. Adelaide), 
Adelaide Children’s Hospital, North Adelaide. 

Fairley, James, M.B., B.S., 1941 (Univ. Adelaide), 2/4 
Australian Field Regiment, A.I.F., Australia. 


— 
——— 


Medical Appointments. 


Dr. John Aylward Lewis has been appointed Acting 
Deputy Superintendent, Northfield Mental Hospital, South 
Australia. 

Dr. Douglas Gordon Postle has been appointed junior 
resident assistant medical officer at the Bedford Park 
Sanatorium, South Australia. 

Dr. Constance Alice Finlayson has been appointed an 
Official Visitor to the Parkside Mental Hospital, South 
Australia. 














Books Received. 


edical Diseases of War”, by Sir Arthur Hurst, M.A., D.M., 
P., with the cooperation of H. W. Barber, > M.B., 
.P., H. B. F. Dixon, M.C., M.D., a? and H., F.R.C.P., 
R. Harries, M.D., F.R.C.P., D.P.H., ie. dae Knott, >. 
P., Melville D. Mackenzie, MD., D.T.M. and Be &, 
oss, M.D., F.R.C.P., and Arnold w. Stott, M.A., FROP: 
Fourth Edition; 1944. London: Edward Arnold and Co. 
84” x 54”. pp. 519, with illustrations. Price: 21s. net. 

















Diary for the MWontb. 


Nov. 13.—Victorian Branch, B.M.A.: Hospital Subcommittee. 

Nov. 13.—Victorian Branch, B.M.A.: Finance ttee. 

Nov. 14.—Victorian Branch, B.M.A.: Organization Sub- 
committee. 

Nov. 14.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

Nov. 14.—Tasmanian Branch, B.M.A.: Branch Meeting. 

Nov. 15.—Western Australian Branch, B.M.A.: Branch Seeting. 

Nov. 16.—Victorian Branch, B.M.A.: Executive Meeting. 

Nov. 16.—Victorian Branch, B.M.A.: Ethics Subcommittee. 

Nov. 16.—South Australian Branch, B.M.A.: Council Meeti 

Nov. 21.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

Nov. 22.—Victorian Branch, B.M.A.: Council Meeti 

Nov. 23.—New South Wales Branch, B.M.A.: Clinical” Meeting. 

Nov. 24.—Queensland Branch, B.M.A.: Council Meeting. 

Nov. 28.—New South Wales Branch, B.M.A.: Ethics Committee. 

Nov. 30.—New South Wales Branch, B.M.A.: Branch Meeting 

Nov. 30.—South Australian Branch, B.M.A.: Scientific Meeting. 

Dec. 5.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

Dec. 5.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 








Wedical Appointments: Important Motice. 





MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 


New South Wales Branch (Honorary Secretary, 135, rer 7] 
Street, Sydney): Australian Natives’ Associat tion ; field 
and District United Friendly Societies’ Dispensary : Balmain 
United Friendly Societies’ Dispensary; Le d 
Petersham United a | Societies’ Dispe 
chester Unity Medical and Dispensing Institute, Oxford 
Street, Sydney; North Sydney Friendly Societies’ Dis- 
msary Limited; People’s Prudential Assurance Company 
imited; Phenix Mutual Provident Society. 


Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited ; 
all Institutes , t. Medical Dispensaries ; Australian Prudential 
Association, prietary, ted; Federated Mutual 
Medical Benefit S Society; Mutual National Provident Club; 
National Provident Association ; Hospital or other appoint- 
ments outside Victoria. 

Queensiand Branch (Honorary Secretary, B.M.A. House, 225, 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute ; Bundaberg Medical 
Institute. Members accepting DGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement 
to the Council before signing. 

South Australian Branch (Honorary Secretary, 178, North 
Terrace, Adelaide): All Lodge appointments in South 
Australia; all Contract Practice appointments in South 
Australia. 

Western Australian Branch (Honorary Secretary, 205, Saint 

e’s Terrace, Perth): Wiluna Hospital; all Contract 
Practice appointments in Western Australia. 


” 
- 


Editorial Motices. 





Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 

warded for publication are understood to be offered to “= 
= JOURNAL OF AUSTRALIA alone, unless the contrary be 
sta 

All communications should be addressed to the Editor, Tus 
MepicaL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW' 2651-2.) 


Members and subscribers are requested to notify the Manager. 
Tus MepicaL JouRNAL or AusTRraLia, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of aaa unless such a notification is received within one 
month. 

SUBSCRIPTION Ratzes—Medical students and a —- not 
receiving THs MepicaL JOURNAL oF AUSTRALIA virtue of 
membership of the Branches of yt British Medical” Association 
in the Commonwealth can ibers to -- 8 journal by 
applying to the Manager or through the usual agen i= 

sellers. Subscriptions = commence at the Gaptnaiee a f any 
quarter and are renewa’ on December 31. The — ‘are £2 
for Auswalie an and £2 5s. ond per annum payable 

























Il 





